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In the diagnosis of the ‘acute abdomen’ the art of medicine still reigns 
supreme. In the graphic sentence of Professor Wells and Mr. Shepherd, in 
their introductory article on ‘Appendicitis’ in our sym- 
The posium this month: ‘No x-rays! No lab. reports! No 
Symposium registrars or house-surgeons! Just the doctor on his own 
while time seems to stand still and the family waits on his 
verdict’. Science has contributed much towards the better management of 
the condition once it is diagnosed, but the patient’s expectation of life is 
still largely dependent upon the skill of the general practitioner in making 
an early and accurate diagnosis. This is why in our symposium the con- 
tributors have not hesitated to emphasize the old as well as draw attention 
to the new. The latter will provide the older generation of practitioners with 
an authoritative review of what can now be done for their patients once the 
diagnosis is made, whilst the old—the accumulated wisdom of the years— 
will guide the faltering steps of the younger generation as they are faced 
with all the responsibility of ‘making up their minds on what may well be 
a matter of life or death’. 


OnE of the anomalies of the National Health Service is that there is no 
provision whereby a general practitioner can refer a patient to a chiropodist 
for the treatment of those conditions which come within 
Chiropody __ the purview of this important medical auxiliary. ‘The only 
and the N.H.S. means whereby he can obtain such treatment is by 
referring the patient to the orthopedic department of a 
hospital which happens to have a chiropody service. As in 1957, the latest 
year for which official figures are available, there were only the equivalent 
of 128 chiropodists working full time in hospital, the chances of a prac- 
titioner having access to chiropody in this clumsy, roundabout fashion are 
somewhat remote. In addition, certain borough councils—1g in the L.C.C. 
area for instance, and nine in the Essex County Council area—operate foot 
clinics. These, however, as Miss Margaret R. Witting has pointed out (The 
Chiropodist, 1959, 14, 3), “cannot refuse treatment to anyone in their 
borough, and therefore all of them have waiting lists with a delay of about 
three months before an appointment can be given’. 
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Corns and callosities, bunions and ingrowing toe-nails, may not be killing 
diseases but they can be responsible for an inordinate amount of unnecessary 
suffering—and not only among the elderly as is so often suggested. The lack 
of anything remotely resembling an adequate chiropody service is a defect 
of the National Health Service which should be remedied at the earlicst 
possible moment. The most practical solution to the problem so far ad- 
vanced is that contained in a memorandum submitted by the Society of 
Chiropodists to the Minister of Health and the Secretary of State for 
Scotland, and which is published in full in a recent issue of The Chiropodist 
(1958, 13, 395). This is that general practitioners should be empowered to 
refer patients requiring chiropodial treatment on account of some underlying 
medical or surgical condition to trained chiropodists in private practice. 
Patients would have the right to select their own chiropodist from an 
approved list, in the possession of the practitioner, and the cost of such 
treatment would be met partly by the patient and partly by the National 
Health Service. According to the memorandum, there is a sufficient number 
of fully trained chiropodists to undertake this work. As a corollary it is 
recommended that chiropodial treatment in hospital should be restricted 
to those patients who are suffering from some condition that necessitates 
hospital treatment, and that treatment in local authority foot clinics be 
given only on the basis of medical need. 


THE lot of the medical statistician is a hard one, and there must be not a few 
who are regretting the missionary zeal which persuaded them to forsake 
their scientific ivory towers and participate in the campaign to 
Clinical convert the art of medicine into the science of medicine. The 
Trials very success of the controlled clinical trial so brilliantly evolved 
by Professor Bradford Hill is proving an embarrassment as the 
intemperate clinician attempts to force the imponderables of medicine into 
the strait-jacket of statistical control. Fortunately, the thoughtful clinicians 
in our midst have always been aware of the limitations of statistics—par- 
ticularly in the field of therapeutics—and there are good grounds for hope 
that a sense of balance may be regained before too many absurdities are 
perpetrated under the guise of ‘controlled clinical trials’. 

In a thoughtful and provocative lecture on ‘The psychology of clinical 
trials’, published in full in The Pharmaceutical fournal (1959, 182, 5, 23), 
Professor Alexander Kennedy, professor of psychiatry in the University of 
Edinburgh, has drawn attention to the pitfalls that await the unwary and 
has outlined how these can be avoided and how the skills of the statistician 
can be used to the best advantage. As he rightly points out, ‘there is at 
present an uneasiness, among physicians at least, that in spite of the clarity 
of experimental design and of mathematical proof that statistics has brought, 
its telescopic view of the trees may be depriving them of that necessary 
view of the therapeutic wood which comes from a developed clinical 
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intuition’. Although he is referring primarily to his own specialty, he picks 
out the salient criticism of the present tendency when he says that ‘the 
search for simple objective measures of change and criteria of improvement 
which can be expressed in figures has led in some instances to an unrealistic 
use of part-functions which are not reliable indices of the adaptive capacity 
of the patient as a whole’. The effort of thinking, as Professor Kennedy 
notes, is ‘more painful than the operation of computers’, but it is some hard 
thinking that is required of clinicians if they and their patients are to receive 
the fullest possible benefits from the use of medical statistics. 


To what extent is the much-vaunted improvement in the physical develop- 
ment of the modern schoolchild responsible for the present wave of juvenile 
delinquency? This is the challenging question raised by Dr. 

The John Innes, the medical officer of health for Rochdale, in his 
‘Mixed-up current annual report. ‘Many girls and boys’, he reports, 

Kid’ ‘while still a year or more below school-leaving age, are 

physically and sexually almost completely mature. One sees 
girls in our schools whose physical appearance and development suggest 
nubility and capacity for child-bearing. Boys are seen, although less often, 
from twelve years of age upwards, with deep voices, powerful physique 
and the obvious need to shave frequently. Unfortunately, intellectual and 
particularly emotional development rarely keeps pace with these physical 
changes, so that many of these children feel uncertain and insecure in a 
world where their appearance and spare-time occupations expose them to 
temptations and bewilderment with which they are utterly unable to cope. 
This accounts for much misbehaviour, unhappiness and juvenile crime... . 
The ‘mixed-up kid” is far from being only a character in an American 
movie’. 

Is this but another example of how the planners of the Welfare State go 
wrong by ignoring the old Biblical adage that ‘man shall not live by bread 
alone’? Have we not not learned from the experience of Ancient Rome that 
‘bread and the games of the circus’ are not sufficient to maintain the prestige 
and health of a nation? Parents are equally to blame. According to Dr. Innes, 
these unfortunate children receive up to 15s. a week in pocket money, much 
of which is squandered on smoking and such absurdities as ‘luminous 
socks’ and cheap ‘casual shoes’ which last the average 12-year-old child 
about a fortnight. This is not the first occasion on which our much-vaunted 
state educational system has been incriminated as a factor in juvenile 
delinquency. An East End padre was recently heard to comment that in his 
experience many of these delinquents were children who had failed in their 
examinations and had adopted the aggressiveness of the ‘teddy boy’ as a 
reaction to the criticism of their teachers and parents. A little less ranting on 
the part of the politicians and a little more understanding of human nature 
on the part of teachers and parents might do much to save the rising 
generation from their present discontents. 
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THE purists among the brewing fraternity are apparently becoming some- 
what perturbed at the uses to which beer is being put. What has brought 
things to a head recently has been a report in a Cambridge 


The newspaper of a new shampoo containing ro per cent. beer, 
Adaptability which is said to put ‘a noticeable amount of extra body in 
of Beer the hair, makes it easy to set and extremely glossy’, not to 


mention allaying scurf and dandruff. This would appear to 
be a modern version of an old tradition among hairdressers that the use of 
beer in a shampoo is valuable in imparting a gloss to the hair. 

In reporting this recent advance, A Monthly Bulletin draws attention to 
some of the other unorthodox purposes for which beer has been used. These 
include the imparting of the ‘celebrated sheen’ to a much publicized ‘sky- 
blue, star-spangled Daimler’. Builders prescribe it for restoring the lustre 
of weather-beaten woodwork whilst, according to a Newcastle shipbuilder, 
for the removal of mill scale from the plates of a ship’s hull, ‘good old ale 
made the job much easier than all the substitutes available today’. Even 
horticulture is not immune from the benefits of beer. It is reported that not 
long ago a Huddersfield lady, despairing of the growth of her daffodils, 
tipped a glass of flat beer into the bowl. The following day the first shoots 
appeared—to grow to a height of two feet with ‘huge blooms’. In passing on 
this tip to harassed doctors’ wives we do so with the mental reservation that 
so far as the mere male is concerned the prime function of beer is still the 
pleasurable quenching of thirst. The decision of the Ministry of Health as 
to whether or not beer is prescribable on an E.C.10 as an external application 
will be awaited with interest. 


THE publication this month of the latest addition to The Practitioner 
leaflets, details of which will be found on p. 265 of this issue, provides an 
opportunity of drawing the attention of our readers to this 

The series of leaflets. Of the leaflets now available, five are intended 
Practitioner for distribution by doctors to their patients. The subjects 
Leaflets covered are: ‘Convalescence after head injuries’, ‘Notes on 
indigestion’, ‘Diabetes from the patient’s point of view’, 

‘Advice in cases in which exertion causes pain in the chest’, and ‘Advice to 
the pregnant mother’. They are all written in simple, non-technical language. 
For instance that on ‘Advice in cases in which exertion causes pain in the 
chest’ is written for patients with angina pectoris, but the term ‘angina 
pectoris’ is never mentioned. Judging from the steady demand for them over 
a long period of years—from both individual practitioners and clinics—they 
appear to have subserved a useful function in allowing doctors to provide 
their patients with written confirmation of the instructions which they give 
verbally. The sixth in the series on ‘The medical hazards of camping’ is 
written by a doctor with long experience of boys’ camps and describes how 
to prevent or, if prevention fails, deal with the many hazards to which the 
enthusiastic juvenile camper—particularly en masse—is liable to be exposed. 
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APPENDICITIS 


By CHARLES A. WELLS, M.B., F.R.C.S. 
_Professor of Surgery, University of Liverpool 
AND JOHN A. SHEPHERD, V.R.D., M.D., M.Cu., F.R.C.S.Ep. 
Consultant General Surgeon, Broadgreen Hospital, Liverpool 


. acute abdominal emergencies strike, unheralded, into the daily life of 
families . . . —Sir Heneage Ogilvie. 
‘As we sit by the patient, watching and listening, we soon form a shrewd 
idea . . . of his trouble . . . of the manner of man he is’. These words of 
Sir Heneage Ogilvie, written in 1947, and the quotation which heads this 
article, will awaken a responsive chord in the minds of all general prac- 
titioners of experience and of those surgeons who, like ourselves, have so 
often sat by the bedside, listened to the patient’s confusing story and admired 
and heeded the few lucid and illuminating sentences contributed by his 
wife. Nothing else highlights so vividly man’s dependence on his doctor 
and no other occasion demands so much of the doctor or the surgeon, 
standing alone on his own two feet and compelled then and there to make 
up his mind on what may well be a matter of life and death. No x-rays! 
No lab. reports! No registrars or house-surgeons! Just the doctor on his own 
while time seems to stand still and the family waits on his verdict. 


SOME FIRST PRINCIPLES 

Of all the abdominal crises, appendicitis is the commonest and the most 
familiar. ‘One initial vomit and central pain shifting to the right iliac fossa’ 
is a syndrome known to the most ignorant medical student. But experience 
tells us that it is not always quite so easy and it may be profitable to consider 
the diagnosis of the atypical case. We shall do this best by trying first to 
derive some principles from the classical presentation to guide us in the 
unravelling of the bizarre. 

The initial vomiting is of no great significance and may herald the onset 
of any acute abdominal condition. We may best regard it as a reflex action 
which serves the good purpose of clearing the alimentary tract of some of its 
burden. If vomiting returns after an interval this may be due to peritonitis 
or obstruction. 

The central abdominal pain is of more interest. It may be clearly experi- 
enced or only brought out on questioning. Rarely it may be so insignificant 
as to be quickly forgotten. It is placed vaguely around or below the umbilicus 
and has the quality of visceral pain. Pain is always strangely difficult to 
define: visceral pain is colicky in nature and tends to make one move about, 
change one’s posture or roll around in order to get relief. It is never precisely 
located and is generally diffuse in proportion to its severity. This pain is 
believed to be evoked by stretching a viscus or by irregular or uncoordinated 
contractions (in the wall of the appendix in this case). It may therefore be 
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particularly severe in obstructive appendicitis in which there is initially a 
fecalith impacted in the lumen. 

The concept of referred pain from a viscus is no longer given credence. 
It is believed that intestinal pain is excited in the intestine and carried 
centrally via the autonomic nerves. It is quite separate from somatic pain and 
is vaguely distributed to the surface of the anterior abdominal wall and the 
back, from above downwards, from xiphisternum to symphysis pubis and 
perineum in relation to the stomach, small bowel, large bowel and rectum. 
All these structures are developed centrally and the pain is central whether 
arising from the appendix on the right or the pelvic colon on the left. 
Similarly, pain arising in the transverse colon is experienced at a lower level 
than pain in the terminal ileum although the parts occupy the reverse 
positions in the abdominal cavity. After bilateral thoraco-lumbar sym- 
pathectomy, the afferent pathway for visceral pain having been interrupted, 
visceral pain can no longer be experienced; childbirth, for example, is 
painless and abdominal catastrophes, normally acute, may develop in- 
sidiously. Visceral pain from the fixed parts of the intestine, the duodenum, 
the ascending and descending colon and the rectum, does tend to have 
something of a localized nature attributed to a drag upon the parietal peri- 
toneum. Thus duodenal pain is experienced in the back and that from the 
fixed ascending and descending colon in one or other flank. 

The pain that ‘shifts to the right iliac fossa’ is of quite a different nature. 
It was at one time believed and taught that it was directly attributable to 
the inflamed appendix and that it was of a ‘referred’ character. This term, 
‘referred’, is very much better forgotten for, in the present state of our 
knowledge of these things, it is wholly confusing. Just to remind ourselves 
of what it is we are forgetting, we may say that the concept of referred pain 
was based upon the belief that inflammation in the appendix causes impulses 
to ascend the splanchnic afferent nerves and so to produce an area of irri- 
tability or heightened sensitivity in a segment of the spinal cord. This 
heightened sensitivity in the cord then caused pain to be experienced in 
the part of the skin supplied by that particular segment of the cord. This 
was known as the viscero-sensory reflex. Rigidity was similarly attributed 
to a viscero-motor reflex and the whole concept required that both pain 
and muscular resistance should regularly be experienced in a specified part 
of the abdominal wall in all cases of appendicitis. Of course, the theory did 
not accord with the observed facts and failed to take any account of the 
unilateral attribution of pain from a centrally developed organ like the 
appendix ‘irritating’ a whole segment of the cord. The theory is of purely 
historical interest. 

More recently general acceptance has been accorded to the theories so 
lucidly expounded by Professor John Morley who explains that the pain in 
the iliac fossa arises from irritation by the inflamed appendix of the parietal 
peritoneum in its immediate vicinity. This parietal peritoneum is supplied 
by somatic nerve fibres, by branches of the very nerves that supply the 
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overlying skin and muscles. The ‘reflex’ or the ‘radiation’ postulated is 
wholly within the somatic system and wholly within one small segment on 
one side. The mechanism may be regarded as protective, the inflamed 
peritoneum over the appendix being protected by muscular rigidity and 
hypereesthesia while attention is drawn to the area by pain. This explanation 
stands up to every test and every experiment. Thus inflammation under the 
diaphragm affects the phrenic nerve and pain is experienced in the shoulder. 
Inflammation in the pelvis, where the peritoneum is already well guarded 
by a strong bony girdle, causes minimal pain and tenderness. 

We can see now that the classical picture of the ‘acute appendix’ is 
dependent upon the appendix lying near to the anterior abdominal wall, at 
the brim of the pelvis, or thereabouts, in the right iliac fossa, as it does in the 
majority of individuals. 


THE ATYPICAL CASE 

The retro-ileal appendix which lies to the left of the caecum is separated from 
the anterior abdominal wall and fails therefore to produce well-marked 
localized pain, hypereesthesia, rigidity or tenderness—the four characteristics 
of parietal peritoneal irritation. The pelvic appendix is surrounded by 
relatively insensitive parietal peritoneum and a rigid bony wall. Local, 
somatic pain is minimal; rigidity cannot be demonstrated; hyperzsthesia 
is either absent or so vaguely distributed as to be meaningless; tenderness 
can be demonstrated only on rectal examination because it is only by this 
route that the appendix can be located. When a ‘tender appendix’ is found 
per rectum it is, perhaps, tempting to think that it is indeed the appendix 
itself that is tender, rather than that the tenderness is caused by the 
heightened sensitivity of the surrounding, inflamed, parietal pelvic 
peritoneum. 

The retrocecal appendix is peculiar because it lies to all intents and 
purposes outside the peritoneal cavity and the local signs and symptoms, 
upon which early diagnosis depends, are sometimes almost entirely lacking. 
Rigidity may be difficult to demonstrate and the relevant area of hyper- 
esthesia may be present so far round the flank that it is never found. 

If the inflamed appendix is lying in contact with the rectum, spurious 
diarrhoea may be caused, leading to a mistaken diagnosis of gastroenteritis. 
This is most likely to occur in the neglected case in which an abscess hes 
already formed at the time when the patient is seen. 


CATARRHAL OR OBSTRUCTIVE? 
It is customary and probably true to say that, basically, there are two modes 
of onset of acute inflammation in the appendix: catarrhal and obstructive. 
An obstructive element, however, may soon be present even in the catarrhal 
variety and it is safest to assume that both forms are equally dangerous to 
life. The danger lies in the fact that part or the whole of the appendicular 
wall may die in a matter of minutes from thrombosis, the invasion of 
virulent organisms or the pressure of a feecolith. Once gangrene of the wall 
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has occurred, seepage of infected material or actual gross rupture is an 
inevitable sequel. Sir David Wilkie’s great contribution to thought on this 
matter was to draw attention to the importance of the obstructive lesion, 
but it was perhaps, in the long run, something of a disservice to attempt to 
distinguish clinically between the two types of onset, since both are dangerous 
to life. In general, in the obstructive form, the initial visceral pain may be 
expected to be more severe than in the purely infective case. It is, of course, 
just this central visceral pain that is mistaken for the colic of dietetic in- 
discretion or neglected constipation, and when a purge is given or taken the 
increased intestinal activity may very well lead to rupture of the organ. 


DIFFERENTIAL DIAGNOSIS 

Acute appendicitis far outnumbers all other acute abdominal crises. For 
this reason the rate of accuracy in diagnosis is high. Most surgeons will 
admit that appendicitis is diagnosed preoperatively with confidence in an 
appreciable number of cases but other conditions giving rise to local right 
iliac peritonitis are discovered. Not every surgeon admits to the significant 
frequency with which acute appendicitis is diagnosed and nothing abnormal 
is discovered at operation. Pyelitis, pleurisy and pneumonia may simulate 
appendicitis but the differentiation should be made if the clinical survey is 
complete. Acute non-specific mesenteric adenitis in children cannot be 
differentiated with confidence without operation. In women rupture of minor 
physiological cysts of the ovary may simulate appendicitis closely. An 
inflamed appendix in a high position may mimic an acute cholecystitis. 
Localization of effusion in the right iliac fossa from perforated duodenal 
ulcer may be deceptive. 

We have already seen how the standard pattern of history, symptoms and 
signs must be discarded as a mental concept in favour of a more liberal 
clinical interpretation of underlying pathological changes. By the same 
process of reasoning we may say with confidence that rules of conduct based 
upon the assumption that the appendix has been inflamed for, say, twenty- 
four or forty-eight hours, are outmoded. 


TREATMENT 

Before formulating any rules about the operation, we must consider the 
natural progress of the untreated disease. In the first place, the inflammation 
may wax, wane and resolve without serious loss of tissue. Secondly, by 
perforation or seepage, infection may extend to the surrounding structures 
so as to cause fibrinous adhesions with the omentum and coils of intestine, 
resulting in the ‘appendix mass’. Small-bowel obstruction may be a feature 
at this stage. Within the mass an abscess, whether large or small, may 
form. An increasing abscess may eventually rupture: into another viscus 
such as the rectum or, much more rarely, into the bladder, or freely into 
the peritoneal cavity. Finally, the initial rupture of the appendicular wall 
may cause diffuse infection of the whole peritoneal cavity. 

Ordinarily, when a diagnosis of early and uncomplicated appendicitis 
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is made with confidence, immediate operation is advised. Conservative 
treatment in the hope of spontaneous resolution is dangerous but may be 
less dangerous than operation in certain circumstances: for example in the 
deep country or away at sea. 

When an appendix mass has formed the decision is more difficult. The 
old teaching that, after forty-eight hours of illness, the condition should be 
left to subside, still has its champions and its opponents. The former say 
that nature has established a good barrier to the inflammation, operation 
will break down this barrier, the bowel may be injured, infection may be 
spread and the appendix may prove hard to get. The opponents say that this 
doctrine has led to many doctors and surgeons losing their best chance by 
postponing operation to an even more unfavourable time. It must be said 
without equivocation that, once the diagnosis is made, the only right and 
proper place for the patient with an appendix mass is in hospital. Secondly, 
with modern resources, appendicectomy may be attempted through an 
appendix mass with much greater confidence than before the days of anti- 
biotics, safe anzsthesia and (when needed) supportive intravenous therapy 
and intestinal intubation. Thirdly, an increasing appendix mass is an in- 
creasing threat to life from the possible rupture of a large abscess into the 
general peritoneal cavity. Such a mass should at least have the pus drained 
by incision through a point where it may reasonably be expected to be 
adherent to the abdominal wall. In the case of a retroczecal appendix abscess 
this may, on a very rare occasion, mean an approach from the lumbar region 
in the mid-axillary line, wholly outside the peritoneal cavity. 

The circumstance in which operation is quite clearly and firmly contra- 
indicated is the finding of a subsiding appendix mass. Resolution of the mass 
may take as long as three months, when an interval operation is performed. 
This is always necessary, because stenosis of the appendicular wall paves 
the way to a likely second attack. 

It follows that there is an intermediate group of cases in which a mass can 
be felt and in which one man will operate and another hold his hand. The 
writers of this article are themselves in disagreement—one feeling that the 
appendix mass is almost always an indication of active inflammation and 
therefore calls for interference; the other that a firmly consolidated mass 
indicates a good natural response to infection which is best left undisturbed. 

At operation the appendix is always removed in the early case and in the 
case with generalized peritonitis. In the latter, there is almost certain to be 
gross soiling around the site of the organ and a local drain is sound policy 
and, where there is also a large collection of pus in the pelvis, a suprapubic 
pelvic drain is likewise called for. In the case of a well-formed appendix 
mass the surgeon may occasionally decide, at operation, not to disturb it. 
Alternatively, having got into the mass he may be content with the drainage 
of an abscess without removal of the appendix. Whenever possible without 
grave injury to surrounding structures, he will perform appendicectomy and 
put in a local drain, 
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ANTIBIOTICS 
Antibiotics are not given indiscriminately in every case. Whenever the 
appendix has been cleanly removed, antibiotics are avoided. They carry 
their own risks and penalties and are not prescribed without cause. If there 
is a clear or slightly turbid peritoneal exudate, a sample is taken, cultures 
made and specific antibiotic sensitivities tested. Antibiotics are subsequently 
administered only if some positive indication arises. 

In the presence of gross pus, whether as an abscess or free in the peri- 
toneal cavity, antibiotics are prescribed and information concerning specific 
sensitivity is sought from the bacteriologist. In the first instance penicillin, 
500,000 units four times daily, and streptomycin, 0.5 g. twice daily, are 
prescribed. These agents are continued for three, four or five days as 
circumstances demand, unless a change is indicated by laboratory 
findings. In a few cases, such as the young child desperately ill with general 
peritonitis, there is justification for the immediate use of a wide-spectrum 
antibiotic such as oxytetracycline. 


PROGNOSIS 

The combination of early diagnosis, careful surgery, safe anaesthesia and 
adequate postoperative treatment has reduced the mortality of this condition 
in the young and middle-aged adult to vanishing point. In many recent 
large series the mortality is less than 2 per cent., and almost invariably the 
few fatal cases are those with gross perforation and general peritonitis or 
those with the complication of an appendix abscess. In very young children 
and in the aged the mortality rate remains higher. Nearly half the infants 
and very young children operated upon for appendicitis are found to have 
perforated. The advanced condition in such cases is due to the rapid progress 
of pathological change, the lack of a suggestive history and often a failure 
on the part of the surgeon to realize that appendicitis is the most frequent 
cause of acute abdominal symptoms in young children and is not unduly 
rare in infancy. In the aged the classical signs of tenderness and rigidity 
seem to lag far behind the pathological changes and in this group also 
diagnosis is often made late and the incidence of perforation is high. The 
high mortality in the aged must also be attributed, as in all other acute 
abdominal conditions, to the incidence of lethal postoperative complications 
of vascular origin. Again the practitioner and the surgeon must recognize 
that acute appendicitis occurs at any age. 


PERITONITIS, ILEUS, AND OBSTRUCTION 

Abdominal distension and vomiting with progressive deterioration of the 
patient’s general condition, sometimes rapid or even dramatic in its alarming 
progress, are the danger signs of peritonitis, ileus, or obstruction. Where 
one ends and the other begins it is difficult or impossible to say. Probably 
all three combine in varying proportions to produce the clinical picture. 

The poor general condition, the rising pulse rate, sunken eyes and other 
evidences of dehydration are due primarily to three factors: the cessation 
of fluid intake, the onset of fluid loss by vomiting and, perhaps most im- 
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portant of all, the pooling in the dilated intestine of large quantities of fluid 
drawn from the circulation either directly or as secretion from the liver, 
pancreas and other intestinal glands. As the intestine dilates, from whatever 
cause or causes, absorption ceases and this fluid accumulates, together with 
proteins and electrolytes, or is returned as vomitus. Vomiting is, first, of 
stomach contents, then mainly bilious; finally, as the condition worsens, it 
assumes a brownish colour and acquires an unmistakeable faeculent odour. 
This ‘fecal vomiting’ is an urgent indication for vigorous action. 

The indications for treatment are therefore: first, the replacement of 
fluids and electrolytes; secondly, the aspiration of the dilated stomach and 
intestines and, thirdly, the exhibition of the appropriate antibiotics. Certain 
important points may usefully be underlined. First, intravenous water with 
glucose may be given freely so long as the kidneys are working well. Sodium 
and chloride requirements must be estimated from their plasma levels and 
the alkali reserve. Potassium is lost continuously from the onset of the 
complication and the amount lost, and therefore needed, is best estimated 
by its measurement from day to day in a total specimen of vomitus, urine 
and other sources such as abdominal drainage if any. If the distension is 
not relieved by an indwelling gastric tube, an attempt must be made to 
pass something like a Miller-Abbott tube. If this fails, relief must be afforded 
by an enterostomy, upon the response to which the presence or absence of 
obstruction needing further. surgery may be deduced. 


RESIDUAL ABSCESSES 
Just one thing remains to be said, and that is in relation to residual abscesses 
in these days of chemotherapeutic and antibiotic therapy. It seems certain 
that attenuated organisms may form pockets of pus which cause minimal 
symptoms but from which some constitutional disturbance and some local 
symptoms and signs may persist for weeks or months. In extreme cases 
one may see an almost complete abdominal abscess of which the intestines, 
flattened out into a sheet of adherent coils, form but one wall; or a large 
pelvic abscess in a comparatively well patient; or a less well-defined pelvic 
collection which is really a bilateral tubo-ovarian abscess of appendicular 
origin. At the other end of the scale, small residual masses of inflammatory 
reaction and adhesions are probably much commoner than we suspect and 
this explains delayed recovery in patients whose convalescence seems to 
hang fire. 
CONCLUSION 

In summary we may say that progress demands more of the surgeon and the 
doctor than ever before in the way of accurate diagnosis without having 
put into our hands any new diagnostic aids; clinical judgment remains the 
sole arbiter. In treatment we have, in a well-equipped institution, vastly 
improved resources for the management of the disease and its complica- 
tions at all their stages. It is upon the intelligent use of these resources that 
success in the long run depends, and this calls for good doctoring, today 
and tomorrow, as much as in the past. 








PERFORATED PEPTIC ULCER 


By ANDREW W. KAY, M.D., Cu.M., F.R.C.S.Ep., F.R.F.P.S.G. 
Professor of Surgery, University of Sheffield 


PERFORATION of a gastric or duodenal ulcer into the general peritoneal 
cavity is a catastrophe which, though the mortality has decreased markedly, 
represents a serious threat to life even today. Furthermore, there has been 
a steadily progressive increase in the incidence of perforation during the past 
thirty years and it is now estimated that annually between 1 per cent. 
and 2 per cent. of all adult males with peptic ulcer suffer this complication. 
Again, when we consider that success in treatment depends largely upon 
early diagnosis, it is clear that perforated ulcer continues to be a subject 
of great importance to the practitioner. Whilst there is complete agreement 
regarding the urgency of treatment, debate continues on the relative merits 
of non-operative or ‘gastric aspiration’ treatment, simple closure of the 
perforation and partial gastrectomy. In my view these three forms of 
therapy should not be regarded as rivals and each will have its place if the 
maximum immediate and late benefit to the patient is to be achieved. 
Nevertheless, it is felt that the routine treatment for perforated peptic ulcer 
should continue to be the simple and safe procedure of surgical closure. 


INCIDENCE 

Survey of the medical literature before the turn of the century reveals that 
perforation was a disease almost confined to young women. Since then a 
remarkable change has occurred and by the beginning of the 1939-45 War 
perforation was most commonly found in men of all ages but with a maximal 
incidence in middle age. Whilst perforation is still much commoner in men 
than in women, the sex ratio shows evidence of change and it is now 
probably in the order of 12:1 as compared to 19:1 fifteen years ago (Jamie- 
son, 1955). Furthermore, it has been noticeable that in the past thirty years 
there has been a gradual but persistent rise in the age at which perforation 
occurs, a point worthy of note in relation to the known sharp rise in the 
mortality from perforation in patients over 60 years of age. 

In a survey of perforated peptic ulcers in the West of Scotland, Jamieson 
revealed hitherto unsuspected short-term variations in the incidence of 
perforation. These were first described in 1947 and confirmed in a follow-up 
report in 1955. Perforation was found to have its highest incidence in 
December and to be relatively uncommon in August following the July 
holiday season. Again, perforation was found to be least common on Sundays 
and to become progressively commoner throughout the week, reaching a 
maximal incidence on Fridays. Finally, perforation is relatively uncommon 
during the night, the incidence reaching a peak in the late afternoon, 
towards the end of the working day. These short-term variations may well 
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be related to rest and fatigue, the peaks of incidence being associated with 
periods of strain, and low incidence with opportunity for rest. 

‘he relative frequency of duodenal and gastric ulcer perforations is not 
easy to assess. When the perforation is close to the pylorus, the pylorus itself 
may be so obscured by cedema and fibrinous exudate that determination of 
the precise site of perforation may prove difficult. On subsequent laparotomy, 
however, most ulcers of this type usually prove to be duodenal. Classifying 
this group of ulcer perforations as ‘pyloro-duodenal’, Jamieson (1955) found 
that they outnumbered gastric perforations in the ratio of 21:1 in men and 
about 5:1 in women. 

In summary, in the past thirty years there has been a steady rise both in 
the incidence of perforated peptic ulcer and in the average age at which 
perforation occurs. This complication continues to affect men more than 
women, although the margin appears to be narrowing. There is evidence 
that fatigue predisposes to perforation. Pyloro-duodenal perforations far 
outnumber gastric perforations. 


PATHOLOGICAL FEATURES 

‘The pathological effects of a perforation are too well known to merit a full 
and detailed description here. Suffice it to note that a large perforation 
permits a copious escape of gastric contents with wide soiling of the peri- 
toneal cavity, whereas a small leak may allow a mere escape of gas. Gastric 
perforations, which are commonly larger than duodenal perforations, are 
particularly liable to permit gross spillage and consequently are associated 
with a higher mortality. 

The relative frequency of perforation in acute as opposed to chronic 
duodenal ulcer merits consideration as it has an important bearing on the 
formulation of therapeutic policy. Thus, an acute duodenal ulcer per- 
foration is small and will seal without complication in most patients with 
aspiration treatment. Furthermore, as the majority of patients suffering 
perforation in an acute ulcer do not have further severe dyspepsia, primary 
gastrectomy is rarely indicated. Basing the diagnosis upon operative 
findings, Gilmour (1953) has shown that in a series of 206 cases of per- 
foration treated surgically, 119 cases had occurred in acute ulcers, and 
that less than 10 per cent. of this group required later surgery. This finding, 
that rather more than 50 per cent. of duodenal perforations are of the acute 
type, is in agreement with the experience of many workers in England but 
at variance with the findings in Scotland and in the United States where 
the great majority of perforations are believed to occur in chronic duodenal 
ulcers. Assessment of ulcer chronicity at operation is notoriously difficult 
and the duration and severity of symptoms are probably more informative. 
Some light has already been cast on this problem by Lowdon (1952) from 
a trial in which it was resolved to treat perforated duodenal ulcer by partial 
gastrectomy except when definitely contraindicated. The histological 
examination of resected ulcers from patients with a brief history of dyspepsia 
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usually showed that perforation had occurred in an acute ulcer. Thus, 
whilst it is well recognized that a chronic ulcer may occasionally become 
manifest as a perforation without history of previous dyspepsia, from the 
practical standp oint of management it is reasonable to base the likely nature 
of the ulcer on the length of dyspeptic history. A patient with a history of 
dyspepsia for six months or more can be regarded as having a chronic ulcer. 
The final place of acute ulcer in the total problem remains to be settled. 


CLINICAL FEATURES 
In the majority of cases there is a previous history of periodic dyspepsia, 
perforation being the culmination of a particularly severe relapse. In the 
typical case, the abrupt onset of epigastric pain which rapidly spreads over 
the entire abdomen and is associated with boardlike rigidity of the abdominal 
wall leaves little doubt as to the nature of the catastrophe. A silent abdomen 
on auscultation and tenderness of the pelvic peritoneum on rectal examina- 
tion provide confirmatory evidence. 

Coronary occlusion may sometimes give diagnostic difficulty but in most 
cases the issue can be settled by a meticulous history and by a careful 
assessment of the cardiovascular manifestations: close inquiry may bring to 
light a transient sensation of jaw stiffness, and the electrocardiographic 
changes characteristic of coronary occlusion will be detectable within the 
first few hours in the majority of cases. Biliary and renal colic can usually be 
identified by the typical character and radiation of pain. A diagnosis of 
intestinal obstruction is supported by progressive vomiting and by the 
appearance of fluid levels and distended coils of small intestine on a scout 
x-ray film of the abdomen. 

The ‘leaking’ ulcer provides a more difficult diagnostic problem. It is 
most commonly confused with an acute exacerbation of ulcer dyspepsia 
but a slowly extending peritonitis from the epigastrium down the paracolic 
gutter to the right lower abdomen may simulate appendicitis or acute 
cholecystitis. Useful diagnostic assistance may be gained from a radiological 
examination of the abdomen with the patient in the erect position; this will 
show free gas in the subphrenic space in almost 80 per cent. of cases of 
perforated ulcer. Attempts to determine loss of liver dullness must inevitably 
be crude and this test has now outlived its usefulness. Similarly, shifting 
dullness will usually be demonstrable only in the late case or when per- 
foration has occurred in a large gastric ulcer; in each the diagnosis is 
unfortunately all too clear. 

In summary, the scout film of the abdomen is the most reliable auxiliary 
method of diagnosis in that it will confirm the clinical suspicion of per- 
foration in most cases and may reveal the presence of an intestinal obstruc- 
tion, or of biliary or renal stone in the doubtful case. It should be em- 
phasized, however, that the absence of air under the diaphragm on a routine 
film should not alter the opinion that a perforation is present when a 
typical history and clinical signs have been elicited. Finally, where the 








sli 
pe 
an 


mi 
wi 
tre 


Wi 


WI 





me 
the 


of 
er, 


la, 
he 
al 
en 


la- 


»st 


‘ul 


Lic 











PERFORATED PEPTIC ULCER 157 


slightest doubt regarding diagnosis exists it should be remembered that 
perforation is a common abdominal emergency and to decide not to operate 
and so miss a perforation is a lamentable mistake. 


TREATMENT 

The mortality from perforation increases rapidly with advancing age, is 
much higher in gastric than in duodenal perforation and mounts strikingly 
with delay in operation. The urgent need for immediate diagnosis and 
treatment cannot be overstressed. The widely held belief that operation 
should be postponed until primary shock has passed off is best forgotten. 
It has now been clearly demonstrated that simple closure of a perforation 
gives the best results when the peritonitis is primarily chemical from soiling 
with gastric and duodenal contents, and before the more serious bacterial 
peritonitis has developed. The over-all mortality rises from about 5 per 
cent. when operation is performed within eight hours to almost 50 per cent. 
with a delay of twenty-four hours or more. 


NON-OPERATIVE OR ASPIRATION THERAPY 

When operation is performed soon after perforation it is not uncommon to 
find the hole plugged by omentum or sealed by adhesions. This natural 
tendency to cure is most marked in perforation of an acute ulcer and is 
greatly facilitated if the stomach is kept empty by aspiration. If this occurs, 
conservative treatment is as effective as simple closure of the perforation. 
The method adopted has been described in detail by ‘Taylor (1946, 1957). 
It consists essentially in providing sedation, continuous aspiration of the 
stomach contents, parenteral fluid administration and chemotherapy. It is 
clear that success by non-operative management depends upon an accurate 
diagnosis, correct assessment of chronicity in the ulcer which has perforated 
and on the presence of an adequate nursing staff familiar with this form 
of treatment. For those unaccustomed to its use, conservative therapy may 
cause considerable anxiety until it is certain that the leakage has been 
controlled. Furthermore, irreparable damage may follow the misdiagnosis of 
acute appendicitis or intestinal obstruction. Finally, safe as the treatment 
undoubtedly is in suitably selected patients, conservative treatment has not 
improved upon the mortality from simple suture of the perforation (less 
than 5 per cent.). It is therefore generally reserved for the patient considered 
unfit for surgical treatment, the abortive type of perforation, circumstances 
where surgical facilities are not readily available and for the occasional 
patient in whom it is impossible to distinguish between perforation and 
myocardial infarction. 


OPERATIVE TREATMENT 

Two methods of surgical treatment are currently recommended: simple 
closure and immediate partial gastrectomy. With either method success is 
largely dependent upon careful preoperative and postoperative management. 
Preoperative care.—On admission, a stomach tube should be passed and 
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gastric aspiration begun in order to minimize further leakage through the 
perforation; the value of gastric decompression is demonstrated by the 
good results obtainable with non-operative (aspiration) therapy. This 
measure also minimizes the risk of inhalation of vomitus during the induc- 
tion of anesthesia. Continuous gastric aspiration by means of an electric 
suction apparatus is used and the introduction of a small quantity of air 
down the tube from time to time will ensure patency of the tube and free 
aspiration. 

The need for intravenous replacement therapy should be assessed: a 
patient with a history suggestive of pyloric stenosis may require immediate 
fluid and electrolyte replacement; concomitant bleeding is an indication for 
blood transfusion. Antibiotic treatment need not be given routinely but is 
indicated in perforation of more than eight hours’ duration and for the 
patient with coexisting respiratory disease. 

Postoperative care.—Gastric aspiration should be continued for at least 
twenty-four hours after operation. The position of the patient is no longer 
regarded as of great importance and it is usually wise to allow him to adopt 
the position of greatest comfort: this will commonly be the sitting-up 
position as it allows greater freedom in respiration. Breathing exercises are 
valuable in the prevention of chest complications and the patient should be 
encouraged, from the time of recovery from the anesthetic, to carry out 
deep breathing and to expel, by coughing, mucus collecting in the trachea 
or bronchi. The use of penicillin or other antibiotic is not advised routinely 
but is reserved for the established case of pulmonary atelectasis in which 
superadded infection is feared. The patient is allowed to drink freely from 
the first, not only to relieve his thirst but to moisten his mouth and so 
diminish the risk of parotitis; any tendency to gastric distension as a result 
of the unrestricted fluid intake in the immediate postoperative period is, of 
course, avoided by continuous aspiration of the stomach contents. 

Simple surgical closure—The prime aim in therapy of perforated peptic 
ulcer is to prevent further escape of gastric content into the peritoneal 
cavity. This can be achieved with reasonable certainty by simple suture of 
the perforation, and its steadily diminishing mortality (Jones and Doll, 
1953) makes it the most generally recommended form of treatment. It has 
the obvious advantage over aspiration therapy that misdiagnosis of other 
abdominal emergencies is not an irretrievable disaster. In the performance 
of simple closures, chromic catgut on an atraumatic needle should be used 
to place interrupted sutures across the perforation. The secure closure of a 
large perforation in a callous duodenal ulcer may, however, present an 
extremely difficult problem and here re-perforation is a distinct hazard. In 
this type of case, a through-and-through layer of catgut should be followed 
by the placing of a living omental graft over the site of closure. If this 
manceuvre is inadequate, partial gastrectomy should be done without hesita- 
tion, provided the patient’s general condition is satisfactory. 

Some narrowing of the lumen usually follows closure of a juxtapyloric 
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ulcer perforation but this rarely gives rise to troublesome postoperative 
obstructive vomiting. If perforation has occurred in an ulcer associated 
with a severe degree of stenosis a gastro-jejunostomy should be added to 
simple closure. Whilst some surgeons would prefer gastrectomy in these 
circumstances, ‘it is worthy of note that the simpler short-circuit operation 
gives a high proportion of good late-results in the presence of pyloric 
obstruction. 

Immediate partial gastrectomy.—As more long and careful follow-up 
studies become available, it becomes increasingly clear that remission of 
ulcer symptoms after closure of perforation is seldom of long duration. 
Approximately 70 per cent. of patients who survive simple closure of per- 
foration have a recurrence of dyspepsia within five years. Illingworth et al. 
(1946) estimated that a 20 per cent. incidence of major complications 
(re-perforation, hemorrhage, and elective operation for severe symptoms) 
can be expected within five years. It should be noted, however, that a series 
containing a large proportion of patients with acute ulcers, as judged at 
operation or by short history, will give a higher proportion of good late- 
results (Gilmour, 1953). Recent advances in anesthesia, a better appreciation 
of fluid and electrolyte management, awareness of the metabolic responses to 
surgery, and the timely administration of antibiotics have made major 
surgery relatively safe and it is not surprising that ulcer-curative surgery 
for a perforation has found increasing favour. The early advocates of this 
treatment have not unnaturally selected fit patients and, in them, con- 
valescence has usually been uneventful and the mortality rate has not 
exceeded that of simple closure. Nevertheless, the surgeon would do well 
to remember that a patient with a previous history of only minor dyspepsia 
may regard as intolerable even mild symptoms following gastrectomy. 

It is not difficult to justify immediate gastrectomy for a perforated gastric 
ulcer where simple closure may be a matter of great difficulty. The operation 
is technically easy and it eliminates the appreciable risk of subsequent death 
from carcinoma of the stomach: 11 per cent. in gastric ulcer perforations 
as against o per cent. in duodenal ulcer perforations (Jones and Doll, 
1953). It would seem reasonable therefore to advise gastrectomy for a 
perforated gastric ulcer in fit subjects under the age of 60. In the older 
age-group the immediate prognosis from simple closure is appreciably 
better than from gastrectomy and, in any event, many elderly patients will 
not be considered fit for major surgery at the time of perforation. Gas- 
trectomy for gastric ulcer is not advised in patients under the age of 30 
unless there is a long previous history of severe dyspepsia. 

More deliberation is required before proceeding to primary gastrectomy 
for perforated duodenal ulcer. This operation should be reserved for per- 
foration in an undoubted chronic ulcer; it is in this type of case, however, 
that a safe closure of the duodenal stump may prove difficult. It follows 
that this form of treatment of perforation should be done only by surgeons 
who are skilled in the performance of gastrectomy. 
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A decision to perform immediate gastrectomy will be based on the 
following considerations. In the first place, there must be a complete 
assurance that the patient will tolerate the procedure; it will therefore 
usually be reserved for patients seen within twelve hours of perforation, 
who have no serious concurrent disease, and in whom there is no previous 
history of pulmonary tuberculosis. Secondly, there should be good evidence 
of chronic ulceration; this will be assessed on the length of previous history 
(more than six months’ duration) and by the character of the tissues around 
the perforation. Thirdly, there should be a history of progressive ulcer 
disease; this will be supported by previous perforation or hemorrhage, 
evidence of pyloric obstruction, increasing frequency or severity of relapses 
with night pain or back pain, and inability on the part of the patient to 
follow an adequate medical regime. Finally, gastrectomy is indicated 
where simple closure is technically difficult, when perforation is accompanied 
by bleeding, or when a perforated duodenal ulcer occurs in the presence 
of a chronic gastric ulcer. In view of the more extensive operation required in 
gastrectomy for stomal ulcer, perforations of this type should be dealt with 
by simple suture in the first instance. 

It can be concluded that primary partial gastrectomy is now an accepted 
form of treatment for selected cases of perforated peptic ulcer, provided an 
experienced surgical team is available. 


SUMMARY 

Surgical closure of a perforated duodenal ulcer is now a highly satisfactory 
method of treatment as regards immediate prognosis. This simple and 
safe procedure remains the treatment of choice in the absence of positive 
indications for partial gastrectomy or for conservative treatment. 

Immediate partial gastrectomy is recommended for perforated gastric 
ulcer—where the risk of malignancy is not inconsiderable—when other 
circumstances permit. Gastrectomy may also be recommended for per- 
forated duodenal ulcer when there is good evidence of progressive ulcer 
disease, or where perforation and hemorrhage occur together. 

Non-surgical treatment has been shown to be safe in the hands of an 
experienced team and may be preferred when the risk of operation is con- 
sidered too great, when efficient surgery is not available or when it is 
impossible to distinguish between perforation and coronary occlusion. 
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ACUTE CHOLECYSTITIS 


By HAROLD C. EDWARDS, C.B.E., M.S., F.R.C.S. 


Senior Surgeon, King’s College Hospital; 
Director, Department of Surgery, King’s College Hospital Medical School 


In this article, only those aspects of the subject which have a direct 
bearing upon the welfare of the patient will be considered. Brevity tends 
to breed dogmatism, and to avoid ex cathedra statements based upon 
impressions the case notes of the last 100 patients with acute cholecystitis 
admitted into King’s College Hospital have been analysed for me by my 
Senior Registrar, Mr. P. E. B. Holmes and, in addition, I have scrutinized 
the case histories of 17 personal cases admitted to other institutions. 


PATHOLOGY 

Acute cholecystitis is of two clinical types: primary and secondary. 

Primary acute cholecystitis, in which the gall-bladder was normal prior 
to the infection, is rarely seen in the surgical wards of London hospitals 
today. Only three of the King’s College Hospital patients could be placed in 
this category. The ages were 10, 26, and 29 years respectively. In my view 
the infection comes from the bowel, and the inflammation affects the whole 
biliary tract. The infecting organism is likely to be either EZ. coli or an 
enterococcus. The comparative rarity of the condition in modern times is 
probably due to better social conditions, and the virtual extinction of typhoid 
fever. As the disease is a generalized infection of the bile passages, the treat- 
ment is medical, and based upon the time-honoured formula of total body 
rest, catharsis, and pain relief. Antibiotics are of doubtful value. 

Secondary acute cholecystitis—Once diseased, the gall-bladder becomes 
increasingly vulnerable to assaults by organisms, and each attack leaves its 
defences further weakened. The cause of the initial disorder—that which 
prepares the ground for further invasion—is often not clear. It may be due 
to chronic infection, the initial symptoms being insufficient to demand 
medical care, or long since forgotten; or it may be an aftermath of acute 
primary cholecystitis. In no less than 40 of the King’s College Hospital 
series there was a history of a previous acute attack, although in most 
instances this was superimposed on chronic cholecystitis. The gall-bladder, 
being a large diverticulum with a very small outlet, is placed at a dis- 
advantage in its resistance to infection. The cystic duct may become blocked 
by cedema, and the organisms become trapped inside, and, although the 
bile is unfavourable to bacterial growth (in chronic cholecystitis it is sterile 
more often than not) breaches in the mucosa may enable the organism to 
gain a permanent foothold in the gall-bladder wall. In other cases, the 
organisms may survive and even flourish in the bile. Clumps of them may 
be the nucleus of stones, although Moynihan’s aphorism that every gall- 
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stone is a tombstone erected to the memory of the organisms dead within 
it is to be admired more for literary merit than for accuracy. 

At the turn of the century interest in cholecystitis was mainly focused 
on typhoid infection, and the only seeming difference between typhoid 
cholecystitis and cholecystitis as seen today is in the nature of the causal 
organism. The sequence of events is probably similar to the following: 


A Greek lady of 40 developed acute cholecystitis while on a visit to England. 
Afraid of surgery in a strange land, she insisted on medical treatment, and when I 
first saw her she had had very large doses of penicillin, chloramphenicol, and strepto- 
mycin, simultaneously for thirteen days, without improvement. At operation a large 
heavily infected gall-bladder was removed. It contained many stones, and pus from 
which B. paratyphosus B was recovered. The patient had not remembered having 
had typhoid fever, but it was prevalent in her country during her childhood, and 
one of her brothers had died from it at the age of 20 years. 

Unless medical treatment has been adequate the initial infection is thus 
very liable to lead to permanent structural damage. This may be so slight as 
to give rise to little in the way of symptoms, and results in the whitened, 
slightly thickened gall-bladder which the surgeon so often sees in older 
people when operating for, say, cancer of the stomach. Occasionally the 
gall-bladder may become more grossly diseased, and then gall-stones 
usually develop (89 out of 97 personal cases). Although most patients with 
severe chronic cholecystitis have gall-stones, the converse is not true to the 
same degree. Ordinary mixed gall-stones are often found in the macro- 
scopically normal gall-bladder, especially in quite young people, and biliary 
colic may be the very first indication of their presence. Mention must be 
made of the gall-stone associated with cholesterosis (Moynihan’s strawberry 
gall-bladder). The etiology is obscure, but it is a rare condition (2 out of 
97 patients). 

The detrimental interaction of gall-stones and chronic infection, varying 
in relative degree in different cases, is well known, but in actual practice its 
significance is perhaps not sufficiently recognized by either doctors or 
patients. The worst consequences of calculous cholecystitis in respect of 
exposing the gall-bladder to recurrent inflammation is obstruction of the 
outlet by impaction of a stone in Hartmann’s pouch or (more rarely in our 
experience) in the cystic duct. Very occasionally this results in a mucocele 
of the gall-bladder, which may be symptomless, but far more often it sets 
the stage for acute cholecystitis, sometimes of the most severe type. The 
inflammation may be due to a ‘flare up’ of the infection retained within 
the gall-bladder; or it may perhaps be due to organisms which are blood 
borne. Either an enterococcus or E. coli was grown from the bile in a number 
of the King’s College Hospital cases. 

Illingworth (1927) and Wilkie (1928) both found that in chronic cholecystitis 
organisms, usually a streptococcus, and less often E. coli, could be obtained from 
culture of the gall-bladder wall, excluding the mucosa, provided the material was 
not allowed to come into contact with bile. Illingworth found organisms in 10 out of 
12 cases of acute cholecystitis. From the gall-bladder wall itself, a streptococcus 


was recovered in four: E. coli in three, and both types of organism in one. In the 
remaining two, the bile contained a streptococcus in one and E. coli in one. Wilkie 
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was able to produce cholecystitis in rabbits by intravenous injection of streptococci 
if the cystic duct had previously been tied, thus precluding direct ascending infection. 


Although these observations do not offer proof, they add weight to the 
theory that the infection in cholecystitis may be blood borne provided the 
gall-bladder has suffered previous disease, particularly if this has resulted 
in obstruction. 

DIAGNOSIS 
The diagnosis is rarely a problem, although it has to be recorded that 13 
of the 100 King’s College Hospital patients were explored soon after 
admission because the diagnosis was in doubt. 

Severe colic without pyrexia is not always a symptom of acute chole- 
cystitis, but suggests a fairly healthy gall-bladder trying to expel (sometimes 
successfully) a mobile stone. The colic usually goes spontaneously; the 
patient is helped best to withstand the agony by a full dose of morphine. 

A slight degree of jaundice probably means associated cholangitis and 
should be regarded as a pointer against early operation unless other 
considerations are paramount. 

Although symptoms may be severe, perforation of the unprotected gall- 
bladder into the peritoneal cavity is a rare event. None of the King’s College 
Hospital cases was complicated by septic peritonitis, which has occurred 
once only in my experience, and was then associated with diffuse gangrene 
of the gall-bladder wall. ‘Biliary’ peritonitis without frank perforation of the 
gall-bladder was found in two cases. In a personal case, stones were found 
in the peritoneal cavity after rupture due to torsion of a normal gall-bladder, 
but that is another story. The point is made in order to discourage imme- 
diate operation on admission to hospital for fear of this serious complication, 
which is only liable to happen in the very severe and neglected case. 

Right-sided basal pneumonia associated with diaphragmatic pleurisy, 
especially in older people known to have gall-stones, may simulate acute 
cholecystitis. 

In the King’s College Hospital series, vomiting of varying degree occurred 
in 62 patients; a temperature of 103°F. (39.4°C.) and over was encountered 
on three occasions (in one of these the condition subsided without operation), 
of 102°F. (39°C.) on nine occasions, and in 13 it was normal. In one patient, 
who died twenty-four hours after admission, it was 95°F. (35°C.). In 
another patient, who survived, it was 96°F. (35.5°C.). 


TREATMENT 

In contradistinction to acute primary cholecystitis, acute secondary chole- 
cystitis is a surgical problem, for medical treatment can only temporize. 
It cannot adequately administer to a gall-bladder affected by a severe degree 
of structural change, and, in all probability, harbouring stones. The question 
really to be answered is ‘Should this type of acute cholecystitis be regarded 
as a true surgical emergency, and be operated upon routinely without 
delay?? Opinions are somewhat divided on this matter. 
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On reflecting upon the mass of clinical evidence which some 117 cases 
provide, the immediate and impelling thought which obtrudes itself is that 
most of the patients who arrive at this condition could be spared the anguish 
if it were possible to operate at a comparatively early stage on all patients 
with calculous cholecystitis before these severe acute symptoms develop. 
The results of operation upon the quiescent condition are uniformly good. 
Much has recently been spoken and written of the post-cholecystectomy 
syndrome, but in our experience it is rare. My former house surgeon, Dr. 
Victor Parsons (1955), could find only six cases in 209 patients operated 
upon either by my colleague, Mr. A. J. Heriot, or myself. In one of these a 
duodenal ulcer was also present. Most of the reported cases of ‘post- 
cholecystectomy syndrome’ are undoubtedly due to residual disease, such 
as failure to remove stones from the common bile duct, or from pancreatitis 
which has escaped detection. It is also evident that the condition is most 
prevalent when cholecystectomy has been performed when changes in the 
gall-bladder are slight in degree, and not associated with stones. 

Immediate operation.—This term, immediate operation, must be qualified, 
for the acute symptoms may have started several days before the patient 
finds himself or herself in hospital. The intervals between onset and ad- 
mission in 97 of the King’s College Hospital series were as follows :— 
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The longer the interval between onset and admission, the greater the 
activity of the local defence mechanism, and the more deeply buried the 
gall-bladder becomes. The difficulties and dangers of operation are directly 
proportional to this interval. If immediate operation is the routine method 
of choice it would seem therefore that it should be performed, if circum- 
stances permit, within the first forty-eight or seventy-two hours of onset. 
During this stage cholecystectomy may be a comparatively easy procedure, 
because cedema of the tissues in immediate contact with the inflamed gall- 
bladder enables the latter to be defined and separated very easily. Some 
would say too easily—and herein may lie an added danger of duct injury, 
especially if operation is done by the less experienced, under ‘emergency’ 
conditions, which are not ideal. Of recent years early operation has been 
much in vogue, and in consequence damage to the common bile duct has 
become three times as common as it had formerly been, according to an 
American authority. 

Advantages of early operation in the properly selected case are that the 
illness is quickly abated, the stay in hospital is reduced, and the patient has 
not the distant prospect of an operation, but gets it over when he is ill, and 
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ready to submit without demur. There can be no doubt that this is an 
important argument in favour of early operation, but the choice of case is 
clearly the crux of the matter. The great disadvantage of early operation is 
that stones may be left behind in the common duct unless the latter is 
explored, and to do this in the acute cedematous condition which faces the 
surgeon is to invite trouble. According to Glenn and Johnson (1957), the 
morbidity after exploration of the duct in acute cholecystitis is in the region 
of 18 per cent. 

Finally, early operation may prevent extra-mural spread of the infection. 
As has already been indicated, however, this is exceptional, and is limited 
to the most severe cases. 

Delayed operation.—There is common agreement that for all types of 
surgery adequate preparation for operation is desirable, and acute chole- 
cystitis is no exception to this principle. As with, say, duodenal ulcer, opera- 
tion is best deferred until all signs of acute activity have disappeared. 
Operation performed after the acute inflammation has subsided, and not 
under conditions of emergency, is very much safer, and an untroubled 
convalescence more assured. Furthermore, the common bile duct can be 
explored with little added risk, and the chance of leaving stones behind 
greatly reduced. This policy was carried out in all but 22 of the King’s 
College Hospital group of patients. Seven of these were operated on by a 
surgeon who preferred the more urgent approach, two because the condition 
was so bad that something had to be done, and the remaining 13 because 
the diagnosis was in doubt. Of the remaining 75 cases, 36 were operated 
upon after an interval either of twelve to fourteen days, or after two to three 
months’ convalescence from the acute attack. The latter was regarded as the 
ideal, but was not routinely pursued for one of two reasons: (1) The infection 
did not respond fully to medical treatment. (2) The response to medical 
treatment was excellent, and acute symptoms faded completely so that 
operation could safely be undertaken within fourteen days or so, thus 
curtailing the total time wastage. 

Medical care during the acute stage.—The general lines are similar to those 
already suggested for primary acute cholecystitis; in addition, antibiotics 
should be given, although it is difficult to assess their value. On the assump- 
tion that the infection is either the enterococcus or E. coli (or both), and that 
the age-group is such that respiratory infection may be a hazard, the best 
combination is probably penicillin with streptomycin: 500,000 units of the 
former and 0.5 g. of the latter twice daily. 

Operation in the severe case which has been neglected, or fails to respond to 
medical treatment.—These patients may present technical problems as 
great as any in surgery, and, as all the world knows, surgical mistakes may 
do irreparable harm. In such cases the experienced surgeon will do the least 
possible compatible with relief of the acute symptoms. When the attack is 
some days old and the gall-bladder is buried in fatty omentum and the 
patient himself is obese, he will be content with opening the gall-bladder, 
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scrabbling out stones and aspirating pus, and placing a drainage tube into 
the evacuated cavity. Such a procedure rarely fails, and a deliberate curative 
operation can be performed after a suitable period of convalescence. The 
extent of the procedure should be inversely proportional to both the length 
of the history, and the degree of the pathological changes. 


THE FATE OF THE PATIENT 
Of six deaths in the hospital series, three were in patients who were not 
operated upon: one a woman of 82 with a ten-day history; one who died 
from multiple emboli associated with mitral stenosis; and one, also aged 82, 
who developed the disease during convalescence from an amputation above 
the thigh. Of the other deaths, two had cancer of the gall-bladder, and 
one survived an operation for drainage, but died: six weeks after further 
surgery. One died four days after an emergency operation, from an em- 
bolism; the preoperation history was two days. There was also one death 
in the 17 personal series—from circulatory failure six hours after chole- 
cystectomy. Twenty-eight of the patients have had no operation since. 
This is mostly because they did not obey instructions to attend for follow- 
up, but in some cases it is because they have no symptoms, and because 
radiography shows an apparently normal biliary tract. In one case, a gall- 
bladder which failed to function immediately after an acute attack returned 
to normal after two months. 
SUMMARY 

(1) Acute primary cholecystitis is a medical problem. It may resolve 
completely, or lead eventually to chronic or recurrent cholecystitis, usually 
with gall-stones. 

(2) Acute secondary cholecystitis is a surgical problem, in which the 
correct timing of the operation is all-important. 

(3) ‘Emergency’ curative operation should be restricted to patients 
admitted within seventy-two hours of onset, and when the patient’s con- 
dition is favourable, the experience of the clinic mature, and theatre 
facilities adequate. 

(4) For all other patients the better policy is to tide the patient over the 
acute symptoms, and to perform an ‘interval’ operation, if possible after a 
convalescent period. 

(5) The ‘wait and see’ policy should not be followed when: (a) the con- 
dition is very acute, and spread outside the gall-bladder is suspected, 
(b) medical treatment fails. 

(6) Operative procedure should be conservative. 


My thanks are due to my medical and surgical colleagues of King’s College 
Hospital for permission to make use of the case notes of patients admitted under 
their care. 
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ACUTE PANCREATITIS 


Br A. S. TELL, M:Crm.,. F.B.CS. 
Surgeon, The United Oxford Hospitals 


ACUTE pancreatitis ranks as one of the more uncommon causes of acute 
abdominal symptoms but an increasing awareness of its likelihood has 
shown that this disease is a great deal more prevalent than was previously 
suspected. It is extremely fortunate and indeed unique in acute abdominal 
surgery that biochemical tests are available which, if positive, make an 
accurate diagnosis possible. This is to the great benefit of the patient 
as it means that operation may thereby be avoided during the acute stage 
of the disease. As a result of improved precision in diagnosis, more cases 
of a milder degree are now being recognized and the over-all mortality of 
the condition is accordingly less. Even so, acute fulminating pancreatitis 
is still a disease of considerable gravity, pursuing an unpredictable and often 
protracted course, and taxing all the clinical judgment of the surgeon, 
despite modern therapeutic aids. 


ETIOLOGY 

Acute pancreatitis results from the auto-digestion of the pancreas by 
activation of trypsinogen and the consequent liberation of pancreatic 
enzymes—trypsin, lipase and amylase—into and around the pancreas. The 
precise mechanism which gives rise to this auto-digestion is not clearly 
understood, but it appears that in the majority of cases at least, the disease 
is not primarily infective though it becomes so later. Of the predisposing 
and associated conditions, gall-bladder disease is indisputably the most 
common and important, although acute pancreatitis may nevertheless occur 
in the absence of cholelithiasis. Retrojection of bile into the pancreatic ducts, 
especially infected bile, will give rise to pancreatitis. The old theory that 
this resulted from impaction of a gall-stone at the ampulla of Vater, though 
neat and satisfying, has received little support, since this is an extremely 
rare finding at operation or necropsy ; nor does it explain those cases in which 
the bile and pancreatic ducts have separate openings into the duodenum. 
It is possible, however, that the same effect may be produced by spasm or 
fibrosis of the sphincter of Oddi which may result from chronic gall-bladder 
disease. The copious secretion of pancreatic juice after a heavy meal may 
rupture thinned-out acini behind such an obstruction or one in the smaller 
ducts and thus initiate the process. 

It is unnecessary to formulate one cause only for acute pancreatitis and 
various factors may operate on different occasions. There is abundant 
evidence that it may result from general disorders of metabolism, such as 
alcoholism, vascular disease and following pregnancy. It can occur as a 
complication of any of the acute infectious fevers, particularly mumps, and 
also after infective hepatitis. Trauma either from accidents with rupture 
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of the pancreas or from operative interference may precipitate the disease. 
It has been noted after gastrectomy when the ulcer has penetrated the 
pancreas or when part of the pancreas has had to be excised when dealing 
with carcinoma of the stomach, and also following cholecystecomy and 
exploration of the common bile duct. It is suggestive that the passage of 
sounds down the duct may have inadvertently perforated the wall and caused 
hemorrhage and cedema. An extremely rare but interesting cause of pan- 
creatitis has been reported in three children in whom the disease was almost 
certainly associated with steroid therapy. This is paradoxical when cortisone 
is used in the treatment of acute pancreatitis but, nevertheless, there appears 
to be no reason for withholding this drug if there is severe circulatory 
collapse. 
PATHOLOGY 

The older descriptions of the disease refer to hemorrhagic, gangrenous, 
and suppurative types but these are but stages in the process of auto- 
digestion resulting in hemorrhage from erosion of blood vessels, necrosis 
and later supervening bacterial infection. At the onset the pancreas is 
cedematous and swollen and is indurated on palpation; hemorrhagic areas 
may or may not be present. In fulminating cases the gland may be almost 
disintegrated by necrosis. The peritoneal exudate is commonly blood stained 
and the areas of fat necrosis, resembling drops of candle grease, on the 
fat around the stomach, mesentery and omentum make a characteristic and 
diagnostic picture. These plaques result from the breaking down by lipase 
of neutral fat into glycerin and fatty acids, the latter combining with calcium 
to form insoluble soaps. On occasion this process may occur to such an 
extent that the blood calcium may be seriously depleted and tetany may 
result. The cyanosis and overwhelming toxemia in the very acute case are 
due to the absorption of the breakdown products of protein, produced by 
digestion of pancreatic tissue. 

Uncomplicated resolution probably occurs in the majority of cases of 
pancreatitis but in the fulminating disease, if the patient weathers the initial 
storm, the convalescence may be prolonged by the occurrence of localized 
collections of pus in the peritoneal cavity, by partial intestinal obstruction 
due to edhesions and by pseudo-pancreatic cysts. The latter may attain 
considerable size resulting from the collection of fluid in the lesser sac, 
the foramen of Winslow having been sealed off by adhesions. 


SYMPTOMS AND SIGNS 
Acute pancreatitis is a protean disease with great variation in sympto- 
matology. Although its incidence is greatest after the age of forty, no age is 
exempt, for it is not uncommon among young women in their twenties and 
has been described in children who were, so far as could be ascertained, free 
of mumps. It is slightly more common in women than men, due to the 
higher proportion of gall-bladder disease in women. The symptoms vary 
on the one hand from those of overwhelming severity to the relatively mild 
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on the other. The unfortunate patient is stricken with dramatic suddenness, 
often after a large meal, with an agonizing pain in the upper abdomen, 
which may radiate through to the back. Persistent retching and vomiting 
are common and the whole picture is characterized by collapse and lividity. 


[ can recall the case of a young woman with proven acute pancreatitis who, while 
being brought to hospital by ambulance, became so ill that she was thought to be 
dying and the ambulance was stopped. Notwithstanding this she was resuscitated 
on arrival and eventually made a good recovery. 


More commonly the picture is that of severe upper abdominal pain more 
resembling that of a perforated peptic ulcer or acute cholecystitis. The 
pain is not always epigastric, but may be experienced in either hypo- 
chondrium and even in the lower abdomen or flanks, whilst in a fair pro- 
portion there is no complaint of pain in the back or in the shoulder region. 

At the onset the temperature may be subnormal or raised, but the pulse 
rate is generally more rapid than that in the first few hours of a perforated 
ulcer. The finding of glycosuria on routine examination in acute abdominal 
emergencies should always suggest the diagnosis of acute pancreatitis but 
occurs in only about 10 per cent. of cases; albuminuria also occurs. In the 
milder cases hypertension is more common than hypotension. Loewi’s 
mydriatic test is of historical interest only and has little practical application 
when accurate laboratory tests are available. ‘The staining occasionally 
observed around the umbilicus or in the flanks, Cullen’s sign and Grey 
Turner’s sign, always attracts great clinical interest but it is extremely rare 
and generally late in developing. The physical signs in the abdomen will 
depend on the stage of the disease, starting with peritonism, continuing into 
ileus and then to the finding of localized palpable masses representing 
abscesses or pseudo-cysts. Transient jaundice occurs fairly often during the 
course of the illness. 

There is one clinical type of acute pancreatitis which has received little 
recognition and indeed may be almost impossible to diagnose clinically and 
that is when massive retroperitoneal hemorrhage is the predominant 
feature. The actual area of acute pancreatitis, which erodes a large vessel, 
may be extremely small and fat necrosis and other naked-eye changes may 
be entirely absent. Such cases may resemble adrenal apoplexy, or present 
as rather vague right-sided abdominal pain associated with anemia. 


One such patient upon whom I operated was thought to have a retrocecal 
appendix, but laparotomy revealed a retroperitoneal hemorrhage extending from 
the head of the pancreas; the true cause was only discovered at necropsy. 


Acute pancreatitis has also been recorded as an occasional cause of sudden 
death without any obvious premonitory symptoms. 


DIFFERENTIAL DIAGNOSIS 
Acute pancreatitis is not always easy to diagnose with certainty without 
the estimation of the serum amylase, but if its possibility is borne in mind 
a good many more cases could be diagnosed than actually are. It is probable 
that in less than 50 per cent. is the true nature of the disease recognized 
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before laparotomy. Perforated peptic ulcer resembles the condition most 
closely but the classical board-like rigidity of a perforation is not usually 
present in acute pancreatitis. Free gas under the diaphragm, demonstrated 
radiologically, confirms a diagnosis of a perforated viscus but its absence 
does not exclude it. The other conditions which must be considered and 
excluded are acute cholecystitis, acute appendicitis, early pneumonia, 
coronary occlusion, intestinal obstruction and mesenteric thrombosis. 


INVESTIGATIONS 

The most reliable single diagnostic sign is an abnormal elevation of the 
serum amylase, and, although opinion varies about the value and reliability 
of such estimations, there is no question that an unequivocally raised figure 
is diagnostic. It must be remembered, however, that a negative test does 
not exclude acute pancreatitis, and that, unless the serum or urinary 
amylase is estimated within the first forty-eight hours from the onset, 
this is likely to be the case, as the levels fall back rapidly to normal despite 
the fact that the disease process is still progressing. Other inflammatory 
conditions adjacent to the pancreas, such as acute cholecystitis and per- 
forated ulcer, may cause a moderate elevation of the serum amylase, but 
these figures are well below that which is considered diagnostic of 
pancreatitis. 

Two methods of estimating serum and urine amylase are available and it is 
important to know which is employed as the diagnostic figures differ. The Wohlge- 
muth method expresses the units of starch hydrolysed, whilst the Somogyi method 


is expressed in milligrams of glucose released by the enzyme. The findings are 
summarized in table I. 














Wohlgemuth method Somogyi method | 

Condition aC —| 

Serum amylase Urine amylase Serum amylase | 

Normal 10 units and under | 50 units and under | 80 to 180 units per | 

per ml. of serum per ml. of urine 100 ml. of serum | 

Perforation 10 to 30 units per | Up to 200 units per | 180 to 300 units per | 

Cholecystitis mil. of serum ml. of urine 100 ml. of serum | 
Diagnostic of | 50 units and over | 300 units and over per | 500 units and over 
pancreatitis | per ml. of serum | ml. of urine per 100 ml. of serum 











TaBLe I.—Serum and urinary amylase levels as estimated by the Wohlgemuth and Somogyi 
methods. 

Radiological investigation during the less acute phase of the disease is 
feasible and useful. A barium meal may demonstrate disordered function 
of the duodenum and possible evidence of increase in size of the pancreas 
from apparent compression of the duodenal loop. 


TREATMENT 
In the face of a proven case of acute pancreatitis with an unequivocally 
raised serum amylase, the question arises as to whether or not operation 
should be undertaken. Although authorities differ on this point, the general 
consensus of opinion favours conservative non-operative treatment in the 
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first instance, and results certainly appear to justify this course, even when 
the more severe cases are included, for the mortality has fallen dramatically 
when this course has been adopted. When, however, any doubt exists as 
to the correct diagnosis, even though acute pancreatitis is suspected, there 
is nO question as to the proper course. Operation should be advised and 
carried out: otherwise a perforation or some other acute inflammatory 
process may be missed. 

Conservative treatment consists of :— 

(1) Resting the intestinal tract and pancreas by continuous gastric aspira- 
tion, water only in small quantities being allowed by mouth. The aspiration 
of acid gastric juice may prevent the stimulation of pancreatic secretion. 

(2) Control of fluid and electrolyte balance by intravenous infusion. 

(3) Relief of pain by pethidine rather than by morphine which may 
accentuate spasm of the sphincter of Oddi. 

(4) Reduction of pancreatic and gastric secretion by anticholinergic drugs 
such as atropine and propantheline. 

(5) The administration of antibiotics to reduce the chances of secondary 
infection of exudates. 

(6) Relief of pain by blocking the splanchnic nerves with local anesthetic, 
a procedure which may be adopted if severe pain persists after twenty-four 
hours’ treatment. 

(7) Cortisone may be used for circulatory failure. 

Under this regime it is gratifying how quickly even some of the most 
severely collapsed patients will rally and the great majority will become 
convalescent without complication. Acute pancreatitis, however, can still 
be a mortal disease from which its sufferers may die rapidly or as a result of 
those complications which follow in its wake, such as severe ileus, recurrent 
abscesses and intestinal obstruction. Pancreatic asthenia due to a com- 
bination of pancreatic insufficiency with diarrhcea, distension and vomiting 
and prolonged fever may carry off the patient after weeks or months of 
illness, and taxes every resource of the surgeon. The patient should be 
supported during this period with blood transfusion, extra vitamins, pan- 
creatin and possibly injections of insulin if glycosuria is present. Operations 
for the evacuation of pus or slough or the relief of obstruction may have 
to be performed but the choice of the most appropriate moment is not easy. 

Once the acute attack has subsided the patient’s gastro-intestinal tract 
may be investigated at leisure. Of especial importance is cholecystography : 
this, however, should be delayed for two or three months should jaundice 
have been present. If as a result of this examination a diseased gall-bladder 
or stones are discovered, cholecystectomy and exploration of the common 
bile duct should be carried out two to three months after the attack of 
pancreatitis has subsided and this procedure will usually be followed by 
complete relief and freedom from further attacks. 

When laparotomy is carried out for acute pancreatitis, either as a deliberate 
policy or on those occasions when the condition is discovered unexpectedly, 
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the operative manceuvres must be conducted with the utmost gentleness to 
prevent further dissemination of enzymes and to minimize shock. '!/he 
irritating peritoneal exudate should be sucked out and drains placed down 
to the pancreas and lesser sac; there is little else one can do for the pancreas 
as such. Should the gall-bladder be distended it is rational to divert the 
flow of bile by cholecystostomy or possibly by choledochostomy, but in 
general the less interference that is produced the better. Special attention 
must be paid to the closure of the abdominal wall in cases of acute pan- 
creatitis as ‘burst abdomen’ is a not uncommon complication due to digestion 
by pancreatic enzymes. It is wise to employ non-absorbable reinforcing 
sutures of nylon and to bring out the drainage tubes through separate stab 
incisions. 
PROGNOSIS 

Statistics can be notoriously fallacious and in this disease mortality rates 
have been published in the last thirty years varying from o to 100 per cent., 
depending presumably upon the types of case included. I can only usefully 
quote a series of 45 consecutive cases of all degrees of severity and from all 
causes treated in the Radcliffe Infirmary, Oxford, during the last five years, 
of which eleven died—a mortality figure of 25 per cent. 


RECURRENT PANCREATITIS 

Recurrent attacks of acute pancreatitis, sometimes referred to as chronic 
relapsing pancreatitis, may occur despite the removal of stones and the 
diseased gall-bladder after the initial attack, or in the presence of a radio- 
logically normal biliary system. Fortunately, the condition is rare in this 
country but it presents extreme difficulty in treatment, as can be adduced 
from the very many operative procedures which have been practised for its 
relief, varying from nerve section to total pancreatectomy. Since many of the 
victims are alcoholics, attention should be paid in the first instance to con- 
trolling this factor, also to weight reduction and prescribing a fat-free diet. 
Should these measures fail, as they often do, the most successful procedure 
appears to be division of the sphincter of Oddi by the transduodenal 
approach. The good results which may follow support the view that in many 
cases acute pancreatitis is produced by reflux of bile due to spasm of this 
sphincter at the common opening of the biliary and pancreatic systems. 


SUMMARY 

Acute pancreatitis occurs more often than is commonly supposed. Estima- 
tion of the serum amylase during the first forty-eight hours enables an exact 
diagnosis to be made in a proportion of cases and in these conservative 
treatment is the best. Where doubt exists, however, laparotomy is essential. 

There are probably many causes of acute pancreatitis but disease of the 
biliary tract is the commonest and this must be investigated and treated 
after the acute attack has subsided. Modern ancillary therapeutic aids have 
improved the prognosis but the over-all mortality still remains in the region 
of 25 per cent. 
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BILIARY AND RENAL COLIC 


By CHRISTOPHER HARDWICK, M.D., F.R.C.P. 
Physician, Guy’s Hospital 


THE symptoms from the movement of small stones in the renal or biliary 
passages are often so characteristic that the diagnosis of the classical case of 
renal or biliary colic gives little difficulty. Patients, however, do not always 
behave as medical textbooks say they should. Particularly may this be so 
when they are seized for the first time, perhaps in the middle of the night, 
with the severe pains which these colics produce. In his agony the colicky 
nature of the pain may not be apparent to the sufferer. Its distribution may 
seem to be widespread without the localization which would indicate its 
origin in kidney or gall-bladder. Vomiting and collapse may be marked. In 
such circumstances the correct diagnosis may be impossible and all the 
doctor can do is to attempt to relieve the symptoms or, if urgent surgery 
seems to be required, to arrange for the patient to be admitted to hospital. 
Further investigation between the attacks will be required before the true 
nature of the symptoms can be determined. 


BILIARY COLIC 

This may occur without any preceding flatulent dyspepsia or other symp- 
toms to suggest disease of the gall-bladder. Sometimes an unusually rich 
meal or some unaccustomed exercise, such as mowing the lawn for the 
first time in the spring, may appear to precipitate the attack. Such ante- 
cedents, however, must not be taken to be a sufficient explanation of the 
symptoms. If a patient has lobster and mushrooms for supper and then 
during the night he is seized with agonizing abdominal pains he not 
unnaturally makes a diagnosis of acute indigestion. The physician, however, 
must realize that useful though such a label may be as an explanation to 
allay the patient’s fears, it is not a pathological entity and further considera- 
tion and investigation are required before a true etiological diagnosis can 
be made. 

The pain is situated under the right costal margin and usually has the 
gripping character of a colic. It may, however, appear to be constant and, 
in mild attacks, or in the very phlegmatic, it may be described as nothing 
more than a ‘lump like’ feeling or as a soreness. It may radiate to the right 
shoulder or to the back. It does not spread down the arms, as may the pain 
of coronary thrombosis. When the attack subsides the patient may be left 
with a band-like area of soreness around the lower ribs and may be unable 
to bear any tight clothes or belts around the middle for some days. 

Vomiting is a frequent accompaniment of biliary colic. At first it will 
occur spontaneously, but as the attack continues it seems that anything 
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taken by mouth causes it. Bile-stained material may be brought up, but 
this should not be taken to exclude the possibility of a biliary lesion. Jaundice 
will only occur if the common bile duct becomes completely obstructed. 
This may take a little time and so the yellow colouring of the skin will 
follow a day or two after the severe pain. Once established it may fluctuate 
in intensity with, or without, further attacks of pain. Occasionally the 
jaundice may not be due to biliary obstruction but may be caused by a 
cholangitis due to spread of infection up the bile ducts into the liver. In 
such cases the patient will be severely ill, with a high swinging fever. 

On examination, the important findings will be negative rather than 
positive ones. The temperature will not be raised. The pulse will be rapid 
but, in the early stages, the blood pressure will not fall; the heart sounds 
will be normal. There will be ‘splinting’ of the right upper quadrant of the 
abdomen without true rigidity. As a result respiration is rapid and shallow 
and there is weak air entry at the right base. 


DIFFERENTIAL DIAGNOSIS OF BILIARY COLIC 
Of the conditions which may be confused with biliary colic one may consider 
acute cholecystitis, acute pancreatitis, coronary thrombosis, acute peptic 
ulceration with perforation, and hiatus hernia. From the nature of the pain 
intestinal colic and renal colic must also be mentioned. 

Acute cholecystitis or even an empyema of the gall-bladder may be confused 
with, or may follow, an attack of biliary colic. Instead of subsiding, the pain 
will persist and alter in character. There will be fever and tenderness and 
true rigidity in the right upper quadrant of the abdomen. Even if an abscess 
does not develop, an attack of cholecystitis will take some days to subside. 

Acute pancreatitis is another condition which may be confused with, or 
which may follow, biliary colic. Although it is usually a sequel to infection 
in the biliary tract, it may occur in the absence of this and it may recur over 
many years. In the attack the pain is severe and constant and may be right- 
sided, central or under the left costal margin. Pain in the back is common. 
Should necrosis of the pancreas occur then shock and collapse rapidly 
develop. Many of the patients who suffer from recurrent pancreatitis are 
addicts to alcohol, and with such a painful and intractable condition there 
is a real danger of their becoming drug addicts as well. 

In coronary thrombosis the pain is of equal intensity but is usually different 
in both site and character. But, as has been said, in his agony the patient 
may fail to indicate that the pain is strictly retrosternal. He may point 
vaguely to his lower chest or epigastrium. In some cases the patient may be 
adamant that the pain is epigastric and not retrosternal. In both conditions 
the patient’s pulse will be raised, although in coronary thrombosis there is 
usually a more profound drop in blood pressure. Vomiting can occur in 
both conditions but is more common with stones. The shock which develops 
in severe cardiac infarction is seldom seen in biliary colic. 
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In peptic ulceration the pain is of different character from that of biliary 
colic and is usually described as being a burning or niggling pain. There is 
usually a definite relation to food, with relief from alkalis. When perforation 
occurs there is sudden severe pain, which may cause the patient to collapse 
and a state of shock may soon develop. Board-like rigidity of the whole 
abdominal wall will develop. It is in its early stages, before the whole 
abdomen has become rigid, that this may be confused with the localized 
splinting which may accompany biliary colic. As in myocardial infarction, 
shock occurs early when there has been a perforation, whereas in biliary 
colic, if it develops at all, shock will be a late feature. 

When there is a hiatus hernia, the acid from the stomach can enter the 
gullet easily and cause an cesophagitis or even an cesophageal ulcer. This 
reflux of the gastric contents occurs most easily when the patient stoops 
and strains or when he lies flat. Thus he may be awakened at night with a 
sharp upper abdominal pain. This is seldom as severe as classical biliary 
colic and is usually felt high in the epigastrium and is referred upwards 
behind the sternum. Relief occurs when the patient stands or sits up. 
Alkalis give considerable benefit. 

The diagnosis of biliary colic can usually be made at the bedside but if 
doubt exists there are some investigations which may be helpful. Examina- 
tion of the urine may show the presence of bile pigments long before there 
is an overt jaundice; in the laboratory an excess of urobilin may be demon- 
strated even earlier. An electrocardiogram should be taken if myocardial 
infarction is suspected; usually the characteristic changes appear within a 
day, but they may be delayed. Thus a single normal tracing soon after the 
pain has started does not entirely exclude cardiac damage and a second 
recording after an interval may be needed. A white blood count will show a 
leucocytosis in acute cholecystitis and in coronary thrombosis. In acute 
pancreatitis the serum amylase may be raised; this, however, is often 
transient and the amylase may have returned to normal by the time the 
estimation is made. 

Radiology has little place when the attack is at its height and should be 
reserved for the investigation of the patient after the bout is over. The 
only exceptions are when inflammatory changes in the chest, such as an acute 
pleurisy, are suspected and in acute perforation when the diagnosis is not 
certain. In these circumstances a film of the abdomen will show the presence 
of free gas below the diaphragm. 

Cholecystography should not be done until the patient is free from pain 
and until all jaundice has completely subsided. There have recently been 
great improvements in the dyes used and a preparation suitable for intra- 
venous injection is available. With these modern materials, not only the 
gall-bladder but also the cystic and common bile ducts can usually be 
demonstrated. After oral administration, absorption from the intestines is 
usually complete, so that failure of the gall-bladder to take up the dye 








176 THE PRACTITIONER 


means that it is pathological and serves to clinch the diagnosis of biliary colic, 
even though radio-opaque stones cannot be demonstrated. A barium meal 
will not be abnormal when gall-stones alone are the cause of the trouble. 
The examination should be carried out if a hiatus hernia is suspected. Films 
will have to be taken with the patient in the Trendelenburg position, with 
pressure applied to his abdominal wall by firm palpation, in an endeavour 
to demonstrate the hernia. 


RENAL COLIC 

The pain of renal colic may be of the same order of severity as that of 
biliary colic. Classically it begins in one or other loin and radiates downwards 
and round to the front of the abdomen, ending in the groin. It may, of 
course, begin anywhere along this track and so colic in one or other iliac 
fossa may occur. Once again all degrees of pain may be felt: in some patients 
the pain may be so bad that neither its colicky nature nor its exact site 
may be appreciated. At the other end of the scale the complaint may be of 
no more than backache. This is a frequent symptom of ‘surgical’ diseases 
of the kidney and it should be remembered at a time when a prolapsed disc 
is such a fashionable diagnosis of painful conditions of the back. Renal colic 
is not only caused by a stone becoming impacted in the pelvi-ureteric 
junction or by crystalluria. It may occur in pyelitis in the absence of renal 
lithiasis and also when blood clots pass down the ureter, as may happen in 
some cases of renal neoplasms. The attacks usually arise spontaneously but 
traditionally they may be precipitated by violent exercise, especially horse- 
riding. 

When the patient is examined the severity of the pain will be apparent. 
He will be restless and may be sweating in his agony; often a crouching 
position is the only one which gives relief. Vomiting may occur. The pulse 
and respiration rate will be raised. If there is a urinary infection there 
will be fever and a rigor may occur. There will be spasm of the muscles of the 
loin and there may be guarding in the iliac fossa of the affected side. This 
will not spread and become generalized as in peritonitis and when the colic 
ceases, as it may do quite abruptly, the splinting disappears. Often the 
cessation of the attack coincides with the passing of a small calculus per 
urethram. 'The urine may show no abnormality but if it is infected it will be 
offensive and turbid and may contain albumin. Macroscopic hematuria is 
a late feature. Red cells and crystals, often of oxalates, may be present 
at the height of an attack but a microscope will be required to see them. 
Occasionally in cases of acute abdominal pain, when the diagnosis is un- 
certain, it will be found that the urine becomes very dark on standing. This 
indicates the rare condition of acute porphyria. 

Once the attack has subsided, investigations to determine its cause must 
be undertaken. These will be aimed to show the presence or absence of 
stones or infection, which may be present together, and to exclude a neo- 
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plasm in the renal tract. Examination of the urine for crystals and red cells 
is important. Uric acid, especially in children, oxalates or cystin crystals 
may be found. Strawberries, without cream, and spinach, en branche, have 
acquired a reputation for causing oxaluria. Cystin crystals are due to a rare 
inborn error of metabolism, in which the tissue proteins are incompletely 
broken down; repeated stone formation is the rule in such cases. Coliform 
organisms are the commonest invaders of the urinary tract and they can 
occur without there being any anatomical abnormality. Other organisms, 
or a mixed infection, usually indicate that conditions such as renal calculi, 
hydronephrosis, or hydro-ureter may be present. Radiological examination 
of the urinary tract is required in every case. Usually an intravenous 
pyelogram is sufficient but, if there is any doubt about the appearance of the 
renal tract in these films, cystoscopy and retrograde pyelography should be 
carried out. 


DIFFERENTIAL DIAGNOSIS OF RENAL COLIC 

As a rule the symptoms of renal colic are typical and there is less likelihood 
of confusion with other conditions than in the case of biliary colic. Intestinal 
colic, appendicular colic and acute disorders of the back, such as the pro- 
lapse of an intervertebral disc, may, however, have to be considered. 

Although examples of green apple colic may still occur, intestinal colic 
almost always means intestinal obstruction. The pain in such cases will be 
central and not in the region of the gall-bladder or the kidneys. Vomiting 
is usually a prominent feature and if the condition is unrelieved for any 
length of time abdominal distension occurs. A strangulated femoral or 
inguinal hernia is the commonest cause of intestinal obstruction and there- 
fore in all the cases under consideration here the hernial orifices must be 
carefully examined. In appendicular colic, after an interval the pain alters 
its character and moves to the right iliac fossa, where there will be tenderness. 
Acute lesions of the back should cause confusion only because of the 
suddenness and the severity of the pain which may occur. The sudden 
prolapse of a disc may cause the patient’s back to become fixed, so that 
instead of the restless patient with renal colic, a suffering but still patient 
will be found. 


THE TREATMENT OF BILIARY AND RENAL COLIC 
Once the diagnosis of either biliary or renal colic has been made, then 
measures to relieve the pain must be taken. Morphine is the drug of choice 
and an injection of } or } of a grain of morphine sulphate (10 or 16 mg.) 
should be given. Pethidine may be given, especially if the vomiting which 
sometimes follows morphine is anticipated. The atropine-like action of 
pethidine may possibly be an advantage. The dose will have to be 100 mg. by 
injection. Atropine has a reputation in the treatment of colic but there is no 
clear evidence that there are cholinergic fibres in the biliary tract or ureter. 
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The local application of heat may have a soothing effect. Copious fluids by 
mouth are indicated in cases of renal colic, but the vomiting may make this 
difficult in practice. 

Where there is urinary infection, potassium citrate as well as a urinary 
antiseptic should be given, for the rapid alkalinization of the urine will 
bring symptomatic relief more quickly than its sterilization. A mixture 
containing 60 grains (4 g.) of potassium citrate should be given every two 
hours until the urine is alkaline, when the mixture can be given four- 
hourly. Sulphadimidine is most efficient in the treatment of infections due to 
E. coli: an initial dose of 2 g. is followed by 1 g. every six hours until the 
symptoms have subsided and the temperature has been normal for forty- 
eight hours or a total of 24 g. has been given. 

Long-term treatment will depend upon the findings revealed by the 
investigations. Removal of the gall-bladder when stones are present is a 
most successful operation and it becomes essential if jaundice occurs. In 
these latter patients, careful preoperative preparation is required and 
vitamin K must be given if the prothrombin time is prolonged. Renal calculi 
may be large or small, single or multiple, and may be situated either in the 
renal pelvis or the ureter. A variety of operative procedures may be indicated, 
varying from simple removal of a stone from the ureter to the removal of one 
kidney. The matter will require careful consideration by an experienced 
urologist. Multiple stones should always raise the possibility that hyper- 
parathyroidism is the underlying disorder which has produced them. 

There remain for consideration those cases of biliary and renal colic in 
which the diagnosis is made with some confidence at the bedside but in 
which subsequent investigation fails to show any abnormality in either gall- 
bladder or kidneys. In the latter case the symptoms are usually so typical 
and the possibility that the passage of crystals or a single small stone is so 
likely, that negative investigations need not upset the diagnosis. The 
patient should be kept under observation to ensure that he does not develop 
fresh stones. In the case of biliary colic the clinical diagnosis is less certain 
and negative radiographs must always cast doubt on its correctness. It 
may be that investigation by a different technique may be successful. Oral 
cholecystography is usually done, but in doubtful cases this should be 
followed up by the intravenous method, using ‘biligrafin’. When the gall- 
bladder appears to be normal by both techniques, then cholecystectomy 
is unlikely to be successful in relieving the symptoms. Repeated attacks 
may warrant an exploratory laparotomy and in such cases not only the 
gall-bladder should be carefully examined but the pancreas, too, must be 
palpated, for often recurrent pancreatitis turns out to be the correct 
diagnosis. 
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THE ACUTE ABDOMEN IN CHILDREN 


By A. W. WILKINSON, Cu.M., F.R.C.S.Eb. 


Nuffield Professor of Pediatric Surgery, Institute of Child Health, 
University of London 


In children acute abdominal emergencies cause difficulties in diagnosis 
more often than in adults. These difficulties are different for the mother, 
the general practitioner and the surgeon, and for the special responsibilities 
of each of these there is a set of probabilities which, to some extent, must 
govern their diagnostic attitudes. The surgeon has usually the easiest choice 
to make for he sees only a highly selected fragment of the total of children 
with acute abdominal symptoms—after the difficult initial surveys have been 
made by the general practitioner and the parents. No matter how extensive 
his practice it will not include as high a proportion of children in the earliest 
stages of acute abdominal illnesses of all kinds as are commonly the 
experience of the general practitioner. 

The diagnostic possibilities vary most with age and for each age-group 
the most probable as well as the most dangerous conditions must be known. 
Other important factors are sex, and the site and nature of the predominant 
symptoms and signs. The problems of the acute abdomen in childhood can 
be classified primarily according to age into three groups: the neonatal 
period (the first two weeks of life), the remainder of the first two years, 
and from two to twelve years of age. 


THE NEONATAL PERIOD 

The new-born child, especially if premature, is not just a little adult, and 
differs widely from the adult in both structure and function and in being 
forced to adjust his function to the new circumstances of extra-uterine 
life. In this new environment he has yet to acquire both accuracy and 
elasticity, not only in control of body temperature but also of new arrange- 
ments in his respiratory and cardiovascular systems and of his first attempt to 
excrete for himself through the kidneys. In spite of these disadvantages 
during the first few days of life, the newborn tolerates even major operations 
well in a stable and suitable environment and provided his blood volume is 
maintained. Enough is now known of the pathology and management of 
most of the congenital anomalies to justify recommending active surgical 
intervention in practically all cases. These children cannot be adequately 
nursed except in a children’s hospital where the special skills and know- 
ledge of the management and handling of the neonatal surgical patient are 
available; to attempt their care as occasional patients in an adult ward of a 
general hospital is wrong. It must be remembered also that during the first 
year or so of life babies can be transported more readily than adults and that 
the facility and speed of modern transport by road, rail or air place all 
February 1959. Vol. 182 (179) 
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babies within easy reach of a well-equipped children’s hospital. Probably 
in no other branch of surgery is the anesthetist so important as during 
emergency operations on the newborn. The choice of a suitable combination 
of anesthetic agents to allow of the maintenance of adequate tidal exchange 
with one pleural cavity widely open and the lung collapsed, in a premature 
infant weighing 3 or 4 pounds (1.4 to 1.8 kg.), for up to an hour during an 
operation on an cesophageal atresia is not the occasion for a casual venture 
into a field of work of which he has perhaps had little previous experience. 

In general it seems reasonable to estimate that among the 7,500 to 8,500 
live births each year in a region with a population of 500,000 there will occur 
an average of less than two examples each of atresia of the cesophagus or 
rectum, or of obstructed diaphragmatic hernia or neonatal volvulus of the 
midgut, and only one each of atresia of the duodenum or the ileum, of 
obstruction due to the impaction of meconium in the ileum or to Hirsch- 
sprung’s disease. 


The exact incidence of these anomalies is uncertain, but the Registrar General’s 
Reports show that in 1956, in England and Wales, out of 700,335 live births 324 
infants died of congenital malformations of the digestive system, including im- 
perforate anus, but excluding congenital pyloric stenosis, and that half these deaths 
occurred in the first week and over two-thirds within the first month of life. The 
combination of an incidence of congenital anomalies of the alimentary tract 
(excluding pyloric stenosis) of rather more than 1 in every 1000 births and a 
mortality rate of rather less than 1 out of every 2000 births suggests that somewhere 
between 30 and 50 per cent. of babies born with these anomalies die. Although much 
improvement is still possible, a good deal has already been achieved. During the ten 
years up to 1956, the death rate at all ages from all congenital malformations of the 
digestive system (including pyloric stenosis) was halved while that for the urinary 
system remained unchanged and of the cardiovascular system was reduced by 
about a fifth. The greatest part of the fall in deaths from congenital alimentary 
disorders was due to the reduction in those caused by congenital pyloric stenosis 
by nearly 90 per cent.; deaths due to imperforate anus were halved but for all other 
causes the reduction was less than 20 per cent. These improvements can probably 
be attributed to earlier and more accurate diagnosis, and improved surgical technique 
and postoperative care. 


ATRESIA OF THE (ESOPHAGUS AND DIAPHRAGMATIC HERNIA 

In the absence of surgical relief of their obstruction babies with cesophageal 
atresia die within a fortnight of birth, usually of broncho-pneumonia, and 
this complication is usually established within four or five days of birth. 
When diaphragmatic hernia is unrelieved death usually occurs within a 
week but some babies may survive much longer. Untreated acute intestinal 
obstruction due to volvulus of the midgut or high small intestinal atresia 
usually kills the baby within a week. 

During the neonatal period repeated vomiting is a most important 
abnormality which demands thorough investigation and adequate and con- 
vincing explanation, because it is a feature of most of the acute abdominal 
crises. The character of the vomitus and the stools, together with informa- 
tion obtained with a gastric tube and from an upright antero-posterior 
radiograph of the abdomen and thorax, will usually lead to a diagnosis 
which is firm enough to determine whether the abdomen should be opened; 
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exact discrimination between the various possible causes of acute intestinal 
obstruction is seldom practicable before operation and the surgeon should 
be prepared to meet them all. No new-born baby with an acute abdominal 
emergency is too ill for an attempt to be made to treat a remediable lesion 
although sometimes the combination of several congenital anomalies may 
make surgical treatment undesirable. 

In the newborn with a lesion of the upper alimentary tract, vomiting is 
commonly the first disturbance and occurs soon after birth. 

In atresia of the esophagus, rather than vomiting, the baby chokes on 
his own saliva and mucus which overflow from the short broad upper 
pouch of the esophagus; this choking is relieved by aspiration of the 
accumulated frothy mucus. When water is drunk it also causes choking and 
cyanosis as it overflows from the pouch into the trachea. Similar disturbances 
may occur in babies who have suffered from anoxia during delivery and 
have a neurogenic disorder of swallowing; in such babies, however, a tube 
can be passed readily into the stomach, whereas in atresia the tube curls 
up in the upper cesophageal pouch. With atresia of the cesophagus there is 
usually also a fistulous connexion between the trachea and the lower stump 
of the esophagus; this fistula allows the passage of air from the trachea 
into the stomach which can be seen in a radiograph of the abdomen in the 
upright position. ‘Treatment consists in closing the tracheal fistula and 
anastomosing the two pieces of cesophagus; there is a variable mortality 
rate due partly to aspiration broncho-pneumonia, and partly to the effects 
of associated congenital anomalies especially of the alimentary tract or the 
cardiovascular system. Some children later suffer from difficulty in swallow- 
ing due to stenosis of the cesophageal anastomosis. It is sometimes necessary 
to feed the child through a gastrostomy or jejunostomy, especially when 
there is difficulty in dilating a stricture. 

Cyanosis and vomiting immediately or soon after birth may also be caused 
by a congenital diaphragmatic hernia. This is more common on the left side 
than the right mainly because the diaphragmatic defect is less likely to be 
closed off by the liver. The stomach, transverse colon, much of the small 
intestine and the spleen may pass up into the left pleural cavity causing 
severe interference with respiration. In the early stages there may be too 
little air in the stomach and intestines for borborygmi to be heard on 
auscultation of the chest and the physical signs may be very varied; for- 
tunately a radiograph of the chest nearly always makes a diagnosis plain. 


INTESTINAL ATRESIA AND VOLVULUS 

Intestinal atresia is commonest in the duodenum and ileum.and since the 
complete obstruction has been present in utero for several months there is 
usually gross distension and hypertrophy in the bowel above the obstruction 
and vomiting begins almost immediately after birth. The vomitus is bile 
stained only if the obstruction is below the ampulla of Vater. ‘There may be 
upper abdominal distension at birth, but a radiograph in the upright 








182 THE PRACTITIONER 


position will show the huge distended intestine and stomach containing 
swallowed air and fluid. Congenital hypertrophic pyloric stenosis very seldom 
causes vomiting so early after birth as to simulate atresia of the bowel. 

Volvulus of the midgut round its axis on the superior mesenteric vascular 
pedicle may occur during the neonatal period, and causes intestinal obstruc- 
tion and vomiting within two or three days of birth. Since the obstruction 
may vary in degree vomiting may be intermittent but the vomitus is usually 
bile stained. There may be distension of the upper abdomen but, although 
the radiological appearances indicate an intestinal obstruction, the diagnosis 
is usually not made until the abdomen is opened. Obstruction of the lower 
ileum by plugs of meconium (meconium ileus), an incident in the natural 
history of a syndrome which includes cystic fibrosis of the pancreas and 
mucoviscidosis, may sometimes be distinguished by the presence of calcified 
areas which are seen in the abdominal radiograph as well as the fluid levels 
of the distended obstructed intestine, and also by the absence of meconium 
from the stools and perhaps a family history of early death from respiratory 
infection or the occurrence of ‘cceliac disease’. 


ATRESIA OF RECTUM AND IMPERFORATE ANUS 

The diagnosis of imperforate anus or atresia of the rectum is not usually 
difficult. Meconium is not passed unless there is also a large urinary or 
vaginal fistula and this should direct attention to the anus and rectum. The 
bulging blue swelling of the persistent proctodeal membrane, with otherwise 
normal rectal and anal development, is readily opened by a cruciate incision 
and not much further treatment than dilatation is usually needed. When 
there is a normal anal dimple surrounded by wrinkles but no canal and no 
bluish bulge, the blind end of the rectum is usually more than an inch 
(2.5 cm.) above the perineum. At this higher level fistulas between the rectum 
and bladder, or vagina in females, or urethra in males, are present in over 
70 per cent. of the cases. An attempt to carry out pelvic exploration from 
the perineum in the hope of finding a blind end of bowel seldom succeeds 
in dealing satisfactorily with both fistula and atresia at one operation. The 
diagnosis of rectal atresia is most difficult when there is a normal anal canal 
an inch (2.5 cm.) or more in length with a wide gap between its upper end 
and the blind end of the rectum. When the blind ending of the rectum lies 
high in the pelvis it is best to carry out a colostomy to relieve neonatal 
obstruction, and to wait until the child is larger before closing the fistula 
and bringing down the stump of rectum to the perineum. It is most important 
that a transverse colostomy should be made; a left iliac colostomy should 
not be made as this may use up so much of the available colon that in a high 
proportion of children it is later impossible to carry out the otherwise simple 
operation of mobilization of the rectum and its downward transfer to the 
perineum. 


EXOMPHALOS 
The protrusion of most of the small intestine, some of the colon and even 
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part of the liver into the thin-walled sac of a large exomphalos may cause 
difficulty in delivery of the baby, but is usually readily recognized after 
birth. Early surgical operation should be undertaken in all cases of ex- 
omphalos and the prognosis is better if the sac membrane is not ruptured 
before operation. Even in very large protrusions, when there is a large gap 
in the musculature of the anterior abdominal wall, it is usually possible, by 
wide undercutting, to close the skin alone and avoid causing so much 
upward pressure on the diaphragm as to interfere with cardiac venous 
return and pulmonary respiratory exchange. When the sac has ruptured 
before operation careful cleansing of the bowel will greatly reduce the risk 
of peritonitis and every child with exomphalos must be given the chance of 
survival by operation. 


THE SECOND WEEK TO THE SECOND YEAR 

ACUTE INTUSSUSCEPTION 

From the second week to the end of the second year the commonest 
abdominal surgical emergency is almost certainly acute intussusception. 
More than three-quarters of all intussusceptions affect children between 
these ages and half occur between the fourth and eighth months. The 
incidence of, as well as the mortality from, acute intussusception has fallen 
during recent years: the incidence perhaps because of improved social 
conditions and hygiene and the mortality chiefly because of earlier diagnosis 
and, to a lesser degree, because of improvements in nutrition and in 
anesthesia and other hospital procedures. The sudden onset with the 
characteristic shrill, agonized cry and its regular repetition at short intervals, 
has become widely known among the laity, and perhaps explains why this 
is one disease of infancy which only seldom is not recognized in the very 
early stages. The classical diagnostic triad of the typical cry, the passage of 
blood-stained mucus or a blood-streaked normal stool, and the palpation of a 
tumour often shaped like a sausage in the abdomen may be found in less 
than half the cases. If the cry is heard and blood is passed from the bowel 
but a tumour cannot be felt the child should be prepared for operation and 
examined under anesthesia; if doubt cannot be resolved either way it is 
probably wiser to open the abdomen and examine the bowel completely by 
palpation. Blood may not be passed in up to half the cases in spite of the 
presence of an intussusception, and its absence should not outweigh a 
typical history and the presence of a palpable lump in the abdomen. The 
liver has often been mistaken for an intussusception but, like an ectopic 
kidney or a large mass of mesenteric glands, may be rather a welcome alterna- 
tive to discover at operation. Blood or bloody mucus may be passed when an 
intestinal polypus is squeezed hard enough by peristaltic contractions, 
even when the polypus does not become the apex of an intussusception, 
but this is seldom accompanied by very severe pain or much pain at all and 
almost never by a palpable abdominal tumour. Unaltered blood may also 
come from a peptic ulcer in a Meckel’s diverticulum and such bleeding 
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may be so free as to require replacement by transfusion and an exploratory 
laparotomy. A bleeding duodenal ulcer is a well-recognized possible cause 
of the passage of blood in the stools but is usually found in older children. 

There have been repeated reports of the use of a barium enema and the 
fluoroscopic screen in the diagnosis and reduction of acute intussusception. 
The strongest advocates of this method admit that it is not universally 
successful. When it fails operative reduction is necessary and this is most 
likely to occur in long-standing examples with advanced vascular changes 
and firm cedema in the most proximal parts of the involved intestine. Few 
surgeons who have tried to reduce at operation the last few inches of a really 
tight intussusception of twelve to eighteen hours’ duration are likely to be 
persuaded that this would be more easily done with a barium enema. Un- 
fortunately, it is just those children in whom the enema is most likely to fail, 
and for whom operation is then required, who are most often in the poorest 
general condition for the additional procedure. 


INGUINAL HERNIA 

The next commonest type of acute intestinal obstruction in the infant is 
that due to the incarceration of an inguinal hernia. The presence of a tense 
hernial swelling, probably larger than the mother is accustomed to see, 
combined with repeated cries of pain, is usually soon detected and almost 
always causes alarm. The hernia can often be reduced by gentle manipulation 
with the fingers of a really warm hand, others disappear during the warm 
or even overheated ride in a cocoon of blankets to hospital, and some after 
admission and during the sleep which follows the administration of an 
analgesic. Fortunately, only a few persist and require treatment by operation, 
for the dissection of the tenuous but cedematous sac wall is a tedious and 
difficult task. Strangulation is not uncommon but resection is rarely required 
as diagnosis is so seldom delayed. Umbilical hernias practically never become 
obstructed in children. 


ACUTE OBSTRUCTIVE APPENDICITIS 

Although acute obstructive appendicitis occurs in children of less than two 
years of age, it is not common in this group and diagnosis is made difficult 
by the impossibility of obtaining a history of the symptoms. The repeated 
bouts of colicky pain are not usually of the same intensity as those accom- 
panying intussusception but vomiting may be more frequent. In the 
infant and young child the great omentum is short and thin and may not 
reach as far as the appendix and is not as efficient in walling off a gangrenous 
appendix as in older children and adults. In the very young child peritonitis 
is rather more likely to spread after perforation of an appendix than in older 
patients. 


HIRSCHSPRUNG’S DISEASE 
Hirschsprung’s disease has already been mentioned as a cause of acute 
intestinal obstruction during the neonatal period; both then, but more 
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commonly during the next few months, it may cause an acute abdominal 
crisis characterized by vomiting, great abdominal distension and the passage 
of copious loose stools. The accompanying loss of large quantities of gastric 
and intestinal secretions leads to a rapid reduction in the volume of extra- 
cellular fluid with peripheral circulatory failure, a disturbance which 
sometimes resembles in its severity and its rapid progression the acute 
staphylococcal enterocolitis which occurs in adult surgical patients. Rapid 
resuscitation by the intravenous injection of sufficient saline to restore the 
extracellular fluid volume is essential, followed by the emptying of the 
loaded bowel above the aganglionic segment and the making of a cecostomy. 
It is usually desirable to determine the extent of the aganglionic segment by 
biopsy and frozen section at this primary operation and so to localize the 
situation of the apex or cone of transitional bowel at the distal end of the 
normally innervated segment of colon. During the first six months the 
distended colon of Hirschsprung’s disease may perforate and cause a 
generalized peritonitis. 


TWO TO TWELVE YEARS 

ACUTE OBSTRUCTION OF THE APPENDIX 

Between the ages of two and twelve years acute obstruction of the appendix 
is the commonest acute abdominal emergency in both sexes; yet patients 
with this lesion form only a small proportion of all those with acute ab- 
dominal pain who seek advice from their doctors, and diagnosis is often 
difficult. Even after admission to hospital with ample opportunities for 
repeated observation in circumstances entirely favourable to the surgical 
staff the preoperative diagnosis is still too often wrong. 

If all children with acute abdominal pain, whose admission to a surgical 
ward is sought by general practitioners, are accepted it will be found that 
about 40 per cent. have some kind of obvious acute organic lesion of the 
appendix and in one in eight of these the appendix is gangrenous and has 
perforated, but in about half of this small sub-group there will be a localized 
abscess. In 30 per cent. of the admissions the pain and other symptoms 
subside at some time after admission, but there is insufficient evidence to 
reach a diagnosis. In the remaining 30 per cent. the pain may be due to a 
variety of causes. In a third of this last group although the appendix is 
removed it appears normal, but some slight comfort may be derived from 
finding large juicy glands in the mesentery of the ileo-cacal angle and the 
small intestine; unfortunately, histological examination of these glands 
seldom, if ever, shows any characteristic abnormalities. Active tuberculous 
mesenteric adenitis is now rare throughout Britain. In the remaining two- 
thirds the pain is due to such varied causes as acute small intestinal obstruc- 
tion by intussusception, adhesions or bands. Primary peritonitis, mainly 
pelvic in distribution, occurs only in girls but the pus is sterile on culture 
and classical pneumococcal peritonitis now seems to be rare. Abdominal 
pain of sufficient severity to justify sending the child into hospital may be 
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found associated also with lobar pneumonia, otitis media, tonsillitis and 
pharyngitis, glandular fever and the early stage of infective hepatitis. 
Undiagnosed pyelitis and other forms of urinary infection associated with 
abdominal pain in children seem to be uncommon. In the whole group 
(70 per cent.) subjected to operation a Meckel’s diverticulum will be found 
in only one or two. 


THE TYPICAL CASE 

The typical case of acute obstruction of the appendix does not present much 
difficulty in diagnosis. There is a history of acute colicky pain from side 
to side across the middle of the abdomen, at or about the level of the 
umbilicus, coming on suddenly and recurring at fairly regular intervals for 
some hours. This pain may be accompanied by vomiting which may be 
repeated and a normal stool may have been passed since the onset of the 
pain or occasionally there may be diarrhcea. Subsequently, with or without 
an interval of freedom, the pain shifts to the right lower quadrant of the 
abdomen or the lower part of the loin, and its character changes from 
intermittent colic to a more continuous ache; in addition there may be 
localized tenderness on palpation in the right lower abdomen or loin and 
associated guarding of the abdominal muscles over the tender area. These 
three features—the initial central colic, the subsequent shift to the right 
with a change in character of the pain, and the localized tenderness and 
guarding—are together enough to make a firm diagnosis in the absence of 
any of the other features which have so long been associated with ‘acute 
appendicitis’, of which some at least are relics of an earlier period when 
gangrene and perforation were much commoner than they are now. A 
furred tongue and the heavy, slightly foul, meaty odour on the breath are 
usually associated with well-established obstruction and early gangrene of 
the appendix. 

It is still not well enough recognized, nor commonly taught, that the 
temperature and the pulse rate may be normal even when the appendix is 
already gangrenous or perforated, and far too much emphasis is still laid 
on changes in temperature and pulse rate as alleged aids to diagnosis and 
essential features of the clinical picture of the disease. Many children have 
an elevated temperature at the time of admission to hospital as emergencies, 
but in most this falls to near, or within, normal limits soon after their 
removal from the blankets in which they have been packed for the journey 
to hospital. In the absence of clear signs of peritonitis a persistent tempera- 
ture of 100°F. (37.8°C.) or more strongly suggests that the appendix is 
unlikely to be the cause of the illness. The only exception to this is when 
the appendix contains threadworms. Threadworm appendicitis seems to be 
a clinical reality; there has usually been at least one previous infestation 
which is known to, and has been treated by, the general practitioner or of 
which at least the child’s mother is aware. The central abdominal colic is 
experienced but the local signs in the right iliac fossa, especially the tender- 
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ness, are less prominent than would be expected but the temperature is 
raised to 100° to 101°F. (37.8° to 38.3°C.) and this, combined with the 
history of infestation and the local tenderness, justifies a diagnosis and the 
removal of the appendix. A persistent temperature of 102°F. (39°C.) or 
more with an accompanying elevation of pulse rate is usually due to a severe 
infection in the renal tract or respiratory system and is seldom, if ever, 
found in association with acute obstruction of the appendix, unless there is 
advanced generalized peritonitis or some other coexisting febrile disease. 
Elevation of the leucocyte count and of the erythrocyte sedimentation rate 
are both signs of well-established infection and inflammation and are likely 
to be found only when the acute lesion of the appendix has been present 
for some time. 


THE IMPORTANCE OF THE HISTORY 

The most important factor in accurate diagnosis is a good history and it is 
unfortunate that the acuity and the accuracy of the observational powers of 
the young child still receive less appreciation than they deserve. Not all 
children will help in the taking of the history, but too few are given the 
chance to tell what they alone have experienced and to point out where 
they feel the pain. ‘To the small child in bed the doctor, like all other adults, 
looks immense and his too sudden approach cannot cause anything but 
alarm. Like other small animals children are frightened by sudden move- 
ments and reassured by a gradual approach, especially when it is made in 
conversation with their mothers. When they have had a good look at the 
stranger without his having had too apparent a good look at them they are 
more likely to be prepared to allow him to sit at the bedside and talk. Only 
after at least an attempt at some conversation should the body be gradually 
exposed for examination. Putting a cold hand on a child’s abdomen upsets 
everyone especially the child, who never forgets. It is often better to examine 
the abdomen of a resentful and frightened child without exposing him at 
all by slipping, with his consent, a warm hand under the bedding and 
clothing. Fear or stoicism may make a child refuse to admit pain to a 
stranger but it is usually betrayed by flickering changes of facial expression 
and the face should always be watched closely during examination, care 
being taken not to stare into the child’s eyes. 


THE EXAMINATION 
On examination, it is usually a good plan first to pass the hand lightly over 
the whole abdomen, simply sensing its general tension and feeling, before 
more carefully, but still gently, palpating each quadrant in turn, choosing 
first the part least likely to be painful and leaving what the history suggests 
is the probable site of most pain and tenderness until the last. It is for- 
tunate that there are two sides to the abdomen and that the early signs of 
acute changes in the appendix and its surroundings are commonly confined 
to the right side. Perhaps the most valuable sign of all to be elicited on 
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abdominal examination is the change in muscular tone, so often found in 
association with the early stages of acute obstruction of the appendix, and 
which becomes obvious muscular guarding or rigidity only when there is 
gangrene and a wider spread of the inflammatory fluid and reaction. The 
early increase in muscle tone must be searched for by very gentle palpation 
and by careful comparison of the two sides of the abdomen. Part of its 
peculiar value is that it is found even when the appendix lies buried behind 
the cecum, or high up in the loin along the ascending colon or at the lower 
pole of the kidney; in these circumstances, however, the increase in muscle 
tension is found above the iliac crest in the loin. 

Localized tenderness may be a valuable indication of established changes 
in the acutely obstructed appendix with irritation of the adjacent parietal 
peritoneum. It may also be misleading when it is due to a loaded cecum or 
to inflamed and enlarged glands in the mesentery of the lower ileum, but 
in these circumstances it is usually not accompanied by alteration in the 
tone of the muscles of the overlying abdominal wall. A firm diagnosis of 
acute mesenteric adenitis is justified only at operation when a normal 
appendix is exposed and the glands are seen to be enlarged, there is a little 
sticky clear peritoneal exudate, but no other cause for the symptoms can be 
discovered. The cause of this mesenteric adenitis remains obscure and 
culture of glands excised at operation has not consistently shown growth of 
pathogenic organisms or viruses. 

‘Peritoneal irritation’ is indicated by the sharp stab of pain which follows 
the sudden removal of pressure which has been gradually applied without 
pain or discomfort. This is a very important indication of the presence of an 
irritating fluid in the peritoneal cavity, and in the child it is most often due 
to purulent fluid. The commonest source of this fluid is a gangrenous 
appendix, but it may also be due to a pelvic peritonitis following the spread 
of infection from the female genital tract through the Fallopian tube. Pus 
cannot always be expressed from the tube at operation although there is 
usually a small quantity of thick pus in the pelvis, but organisms are seldom 
seen on microscopical examination or grown on culture, nor is there usually 
any history or sign of a vaginal discharge. 

Insistence on a routine digital examination of the rectum is orthodox, but 
it is doubtful how much information it provides in a child at the expense of 
a painful and offensive assault. There seems to be little point in palpating 
the rectum when a tender mass can be felt in the right iliac fossa and a firm 
diagnosis has been made with some certainty ; it is probably of real value only 
when there is doubt regarding the presence of an otherwise undetectable 
pelvic appendix. 

In young children, just as more commonly in elderly people, there may 
seem to be a very short history of pain followed by the obvious signs of a 
peritonitis perhaps involving the whole of the lower abdomen. Rarely this 
may indeed be due to a fulminating type of change in the appendix, with 
rapid gangrene within only six hours of the onset of the first pain, and a 
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very acute and extensive spread of infection in the peritoneal cavity after 
perforation. More commonly, however, further questioning shows that there 
has been a previous recent attack of pain which passed off and has been 
forgotten, or is not thought to be of any importance or to have any con- 
nexion with the present illness. It is therefore usually worth while asking 
specifically if this present attack is the first time severe colicky pain has 
ever been experienced and, if it is not, to probe more closely into the 
history of earlier attacks. Sometimes pain and tenderness are found only in 
the left iliac fossa. This, in association with a typical history, especially if 
earlier pain had been felt in the right iliac fossa, indicates that there is a 
spreading peritonitis. Usually the pus has spread down from the right iliac 
fossa into the pelvis behind the pubic arches and then wells up along the 
rectum and pelvic colon into the left iliac fossa to gain contact again with the 
anterior abdominal wall. Repeated examination at short intervals reveals a 
line of tenderness advancing up the abdominal wall and a tender mass can 
often be found in the right side. 

Some, if not all, of the symptoms and signs of acute obstructive appendi- 
citis may be simulated by many other disturbances. Small epidemics of 
‘near’ appendicitis have long been common in most universities, and in 
schools, too, just before examinations. Repeated bouts of colicky abdominal 
pain are also common in children after changes of school or schoolteacher, 
or other disturbances of their personal security, and very severe attacks 
of this kind may so closely simulate acute appendicitis that operation cannot 
be avoided. 

When there is doubt in the diagnosis of an acute abdominal emergency 
it is usually possible and almost always advisable to admit children to 
hospital for observation. This precaution allows for a calmer assessment of 
the situation than is possible in the circumstances of the home of the sick 
child, disturbed as these are by natural parental anxiety increased by apparent 
indecision and repeated visits of the doctor. Even after admission to hospital, 
in perhaps a quarter of children with acute abdominal pain a final decision 
whether or not to open the abdomen is reached only after repeated observa- 
tion and examination of the child at intervals of several hours. 


SUMMARY 

(1) In the newborn vomiting must always be fully investigated. Other 
indications of a serious anomaly of the alimentary tract may be cyanosis, 
abdominal distension and the failure to pass meconium. Atresias of the 
esophagus and rectum are usually diagnosed before operation, but few of 
the other lesions can be diagnosed with certainty. 

(2) From two weeks to two years of age intussusception and incarceration 
of an inguinal hernia are the commonest causes of abdominal emergencies. 

(3) After the age of two years acute obstruction of the appendix is by far 
the commonest acute abdominal emergency. 
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AcuTE abdomino-pelvic conditions occurring in women largely depend 
for primary diagnosis and treatment upon the general practitioner and 
general surgeon. In the presence of an obvious surgical emergency expert 
gynecological opinion may not be sought or available and perplexity may 
arise when the open abdomen confronts the operator with a situation in which 
he is not normally accustomed to make a decision. The correct handling 
of such a problem is of great importance to the patient since unnecessarily 
radical surgery may rob her of her future reproductive capacity or, as a 
lesser evil, prejudice her potential fertility. 


INTERNAL HEMORRHAGE 

The first and most important feature is that of internal hemorrhage from 
some part of the genital tract. This hemorrhage irritates the peritoneum 
and causes a state of ‘peritonism’ in which pain, vomiting and shock are the 
main clinical features. It may occur :— 

(a) In association with an extra-uterine gestation. 

(b) From a ruptured Graafian follicle or corpus luteum or in a follicular 
cyst or corpus Juteum hematoma. 

(c) In association with injury to the genital tract as a result of criminal 
abortion by some form of instrumentation, complicated by secondary in- 
fection which may be local or general. 


EXTRA-UTERINE GESTATION 

In this condition the history, if carefully taken, should be most suggestive 
if not diagnostic. It may, however, be deliberately falsified by the patient. 
There should be some aberration of menstruation, however slight—so slight 
in fact that it may have escaped the notice of the patient. It is a wise pre- 
caution to check the last three menstrual dates against a calendar as some 
women are inaccurate witnesses. Every clinician should repeat to himself the 
old adage that any woman in her menstrual prime (that is, from fifteen to 
fifty years of age) whose periods in any way depart from their normal 
behaviour, must be considered to be pregnant inside or outside the womb 
until proved otherwise. Whilst most patients who have an extra-uterine 
gestation will show some amenorrheea, usually six weeks in duration, the 
period of amenorrheea is variable and depends somewhat upon the situation 
of the pregnancy. A rough guide is as follows: isthmus of tube, six weeks; 
February 1959. Vol. 182 (190) 
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ampulla, seven to eight weeks; interstitial and cornual situation, up to 
twelve weeks; pregnancy in an accessory horn, up to fourteen weeks. 
The time elapsing depends upon the thickness of the containing tubal 
musculature and the time that it can resist erosion and expansion before 
rupture takes place. It must be remembered that it is possible to have an 
extra-uterine gestation without any amenorrhcea at all, though this is rare. 

The second important symptom of extra-uterine gestation is pain and 
this is of three varieties: (a) The ache of tubal distension by the growing 
ovum which may be so mild as to be dismissed by a staunch citizen as a 
mild gastro-intestinal upset. (b) The colic of a tube expelling a dead foreign 
body consisting of tubal mole and blood clot; this colic is always moderately 
severe and may again be attributed to dietetic indiscretion. (c) The acute 
peritoneal irritation of an internal bleeding, the severity of which depends 
upon the amount of blood lost and how widely it is spread over the peri- 
toneum; if as high as the diaphragm, the classical signal symptom of shouider 
pain results which the patient will diagnose as acute rheumatism. These 
three varieties of pain may occur in orderly sequence or may be inextricably 
mixed up in a confusing clinical jumble, or one more dramatic than the 
others may overshadow and dominate the picture, usually the third—a 
general peritoneal flooding of blood. Obviously this last is accompanied 
by shock and syncope so that the patient may be found unconscious in 
her kitchen or be picked up in the street. Her extreme pallor and thready, 
rapid pulse with a low or negligible blood pressure will then be diagnostic 
of severe internal bleeding and examination of the abdomen elicits acute 
local tenderness over the pelvis and the signs of free fluid in the abdomen. 
A moderate degree of ileus or tympanites soon develops as a result of the 
irritation of the blood. 

The third symptom of an extra-uterine gestation is vaginal bleeding from 
the necrosis and shedding of the decidua. This bleeding is really the external 
evidence of death of the ovum and it should not theoretically occur until 
that event. It is not therefore an invariable symptom of all extra-uterine 
gestations and may not be present if operation is undertaken before tubal 
abortion or rupture has taken place. The bleeding resembles that of a rather 
prolonged and heavy menstrual period and is dark and fluid. It is quite 
different from the vaginal hemorrhage of an abortion which can be so pro- 
fuse that the blood lost is bright with large clots. If a pelvic hamatocele 
forms round the ruptured tube vaginal bleeding may continue for several 
weeks. 

From a consideration of this important triad of symptoms, it should be 
possible to make a differential diagnosis from acute appendicitis with local 
peritonitis which is the condition most likely to be confused with an extra- 
uterine gestation. 

The physical signs depend upon the severity of the condition. A tubal 
mole with the tube unruptured produces a minor degree of local tenderness 
in one fornix on bimanual examination and there may be a small area of 
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moderate local tenderness on pressure above the mid-point of Poupart’s 
ligament on the affected side. Gastro-intestinal symptoms and vomiting are 
absent and the general constitutional state is good. A small appendage 
swelling may be felt on bimanual examination. If there has been a tubal 
leakage of blood, these signs are more obvious and exaggerated and quite 
a large doughy mass may be felt in the pelvis, displacing the uterus. Such 
a pelvic hematocele can reach an appreciable size, fill the pelvis and cause 
retention of urine. Tubal rupture with a large internal hemorrhage is 
so obvious and dramatic that it provides little difficulty in diagnosis and is 
only likely to be mistaken for some other internal haemorrhage such as a 
ruptured spleen or for a perforated peptic ulcer. The point here is an aca- 
demic one since all these require laparotomy. 


TREATMENT OF EXTRA-UTERINE GESTATION 

The treatment of an extra-uterine gestation in whatever phase or situation 
is laparotomy and, although some patients evade surgical exploration and 
survive, the risk of further internal bleeding is too great ever to warrant 
expectant treatment. When bleeding is coming from an open tubal artery, 
the emergency is one that leaves no time for the niceties of diagnosis and 
it is better to perform an immediate laparotomy than to wait for confirma- 
tory evidence. Surgeons should be warned that a conscientious pelvic exami- 
nation often reopens fresh bleeding and I know of several instances in 
which a vaginal examination caused a sudden second internal hemorrhage. 

When contemplating a shocked patient with an almost uncountable pulse 
and little or no blood pressure, it is tempting to delay exploration until blood 
is available or actually being transfused. In extra-uterine gestation, this delay 
is an error and may prove fatal even though it takes some courage to flout 
one of the most respected of surgical traditions—not to operate on a shocked 
patient until shock is controlled. If the surgeon is satisfied with his diagnosis, 
he should not delay. As soon as the patient is seen, blood should be taken for 
cross-matching and with all speed compatible blood should be made available 
but, while this blood is forthcoming, he should rest content with some sub- 
stitute and proceed at once to control the bleeding point. The patient is 
taken from the casualty room direct to the theatre and the time-consuming 
ritual of ward reception, secretarial details, religious denomination, shaving, 
bath, enema, change of apparel, so dear to the heart of ward personnel, must 
be ruthlessly eliminated. The surgeon shaves the patient with a scalpel 
himself as the patient is being anzsthetized and enters the abdomen by a 
mid-line, subumbilical incision. As he approaches the peritoneum, he sees 
the dark blood beneath it and a gush of dark and bright blood mixed en- 
courages his original diagnosis. He scoops out handfuls of blood and clot 
and exposes both tubes. The offender is seized in its mesosalpinx between 
finger and thumb, after which there need be no more drama or emergency. 
Whilst it is theoretically possible in some instances to save the tube, in 
my experience this is not worth while as, in any case, it is diseased or 
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congenitally inadequate and a quick salpingectomy is, after all, a life-saving 
operation if the internal bleeding has been severe. As much blood as possible 
is scooped out of the abdomen with hand and swab and, after inspection of 
the other tube and the pelvic organs, the abdomen is closed. It is mis- 
chievous and unnecessary to explore for possible lesions in the kidney, 
gall-bladder and gastro-intestinal tract. The surgeon’s contract is a small 
and well-defined one—let him not waste time but close the abdomen at once 
without drainage. This alone will immeasurably improve his patient’s 
condition and the advent of compatible blood will soon relieve his mind of 
all anxiety. 

Speed in diagnosis, no delay between diagnosis and operation (I once 
operated on the trolley in the anesthetic room because the theatre was 
already occupied) and rapidity in operation are the main precepts in the 
surgical treatment of this condition. If the patient is im extremis, the absence 
of compatible blood is no reason for delay since the act of laparotomy, 
removal of blood and clot, and control of the bleeding point always improve 
the clinical state even in the near dead. 


HZ MORRHAGE FROM A RUPTURED GRAAFIAN FOLLICLE 
OR CORPUS LUTEUM 

This so-called ovarian apoplexy is never productive of any great or pro- 
gressive internal bleeding and, although the blood lost in the peritoneal 
cavity may give rise to pain and local tenderness, the clinical state of the 
patient is never serious. She is usually suspected to be suffering from an 
attack of appendicitis and is often subjected to operation on this diagnosis. 
If a regular 28-day cycle is the rule, the pain will appear at the time of 
ovulation, that is on the fourteenth day before the first day of the next 
expected period, and she may give a significant history of similar previous 
mid-menstrual attacks. There is little or no gastro-intestinal upset, the 
pulse is only slightly raised and abdominal and vaginal examinations reveal 
only a moderate local tenderness. If the surgeon has the courage of his 
convictions, he should place her under strict observation in hospital where 
her symptoms will subside in twelve to twenty-four hours. As there is no 
great urgency, he may fortify his position by calling in a gynzcological 
opinion, and a review of the past history will show certain points of dif- 
ferential diagnosis from that of an acute appendicitis: (i) the menstrual 
timing; (ii) the absence of the classical onset of mid-abdominal pain which 
settles later in the right lower quadrant; (iii) the absence of vomiting, con- 
stipation, anorexia and furred tongue; (iv) the absence of severe con- 
stitutional upset and signs of toxemia. Unfortunately, the symptoms and 
signs are not always so diagnostically obliging and it may be deemed 
prudent to open the abdomen and, in all cases of doubt, it is better to explore 
unnecessarily than to miss an acute appendicitis. 

Laparotomy at once reveals an appendix above suspicion and free blood 
arising from the offending ovary. When faced with this situation, a trained 
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gynzcologist will close the abdomen with a clear conscience but general 
surgeons—often juniors—are tempted to tinker with the ovary and, in an 
attempt to apply hemostatic sutures often render the bleeding worse. In 
desperation they may be tempted to remove the ovary by the simple opera- 
tion of salpingo-oéphorectomy, an unnecessary, meddlesome and unjusti- 
fiable procedure. 

Similar remarks apply to a corpus luteum hemorrhage, a follicular cyst 
in which hemorrhage has occurred or a corpus luteum hematoma. All 
these conditions can and do give rise to pain and all may be mistaken quite 
justifiably for an acute appendicitis. It is the duty of any surgeon who is 
called upon to operate on these patients to familiarize himself with the 
physiological appearance of the ovary, and he must never regard these as 
sufficiently pathological as to require oéphorectomy. 


THE COMPLICATIONS OF CRIMINAL ABORTION 
Here the patient is notoriously an unreliable witness and, though extremely 
ill, may in misguided loyalty or from fear of the consequences of her own 
guilt, withhold the information so vital to a correct diagnosis. In my 
experience a close questioning of the relatives or friends may be more pro- 
ductive and should be tactfully undertaken if such a third party is available. 

The patient is often extremely ill from blood loss or septic intoxication 
and even if the history is inadequate she may show the irrefutable signs of 
pregnancy. The clinical picture varies with the trauma inflicted and the 
degree of infection that has supervened. 

(i) Instrumentation may have lacerated the vagina or perforated the 
uterus—no pelvic viscus is immune from the possibility of damage and, 
though the bowel may have escaped actual injury, some degree of local 
peritonitis is to be expected. 

(ii) Syringing the uterus is equally likely to produce laceration or per- 
foration but here the main risk is the injection of a strong and irritant 
solution—often lysol and some soapy solution—under pressure into the 
peritoneal cavity. This unfortunate manceuvre is initially shocking and 
leads first to a chemical and later to a septic peritonitis. It sometimes happens 
that the injected fluid reaches the peritoneal cavity without actually breach- 
ing the uterus which contains the whole or part of the products of gestation. 
The ovum is dead and soon undergoes necrosis and infection. Considerable 
bleeding may occur from the placental site which is partially separated. An 
additional and sinister complication is the advent of a lower nephron 
nephrosis with oliguria and suppression of urine. The surgeon’s problem 
is therefore threefold: (a) trauma to the pelvic organs, (b) sepsis, (c) perhaps 
the most dangerous—renal failure. 

Examination of the patient will show an extremely ill, recently pregnant 
woman with a rapid pulse, high fever, signs of a recent severe blood loss, 
low hemoglobin and variable white count. The abdomen will reveal signs 
of a pelvic and possibly general peritonitis with acute local tenderness on 
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bimanual examination, distension from ileus, and vomiting. The uterus is 
enlarged and likely to contain some products of gestation, possibly in process 
of extrusion through a dilated cervix. 

Provided the patient’s condition is not deteriorating, it is justifiable to 
defer surgical éxploration for at least some hours. The patient should be 
grouped and transfused, preferably with fresh blood. Swabs—cultured 
aerobically and anaerobically—should be taken from the vaginal vault and 
a blood culture should be done. In the presence of much local damage and 
necrotic tissue, the clostridia should be sought for and appropriate treat- 
ment taken against them if present. While awaiting the result of these 
bacteriological investigations, a broad and generous antibiotic cover should 
be given and altered as bacteriologically indicated at a later date. A gentle 
digital evacuation of the uterine contents may be undertaken under anes- 
thesia when the patient’s condition warrants it. Laparotomy should not be 
withheld if the patient’s condition does not improve in twelve hours or if 
it is obvious that the gut has been injured. The object of this surgical 
intervention is to identify any intra-abdominal injury, to repair or resect it 
and to provide drainage to the site of injury. It must never be forgotten 
that the injury may affect almost any part of the small gut so that a thorough 
search of its whole length is essential. This laparotomy may disclose all 
varieties of bizarre injuries, from intestinal perforation to ureteric avulsion. 
It may also disclose the intoxicating presence of douche fluid in the peri- 
toneal cavity and this should be carefully sucked and sponged out. Oliguria 
and anuria should be treated by the regime of Bull. 


COMPLICATIONS OF PELVIC TUMOURS 

The second group of acute gynzcological emergencies concerns the com- 
plications of pelvic tumours and comprises: (a) torsion or hemorrhage 
into an ovarian cyst; (b) torsion or degeneration of a uterine myoma. 

Torsion of an ovarian cyst.—The type of cyst that undergoes torsion is of 
moderate size so that it has escaped diagnosis up to the time of its torsion. 
The patient, previously a fit woman, is seized with sudden acute lower 
abdominal pain and may be moderately shocked. The pulse rate is raised in 
excess of her temperature which, at first normal, is only raised as the cyst 
becomes infarcted. Vomiting may occur. The clinical signs are those of an 
acutely and locally tender mass in the lower abdomen but defined by bi- 
manual vaginal examination and the only likely differential diagnosis is a 
similar condition in a submucous myoma. Treatment is immediate lapar- 
otomy and unilateral salpingo-o6phorectomy. ‘The uterus and other ovary 
should be inspected as cystic tumours of the ovary are often bilateral. In a 
young woman, any cyst present in the untwisted ovary should be resected 
by the conservative operation of ovarian cystectomy and sufficient healthy 
ovary preserved to give a chance of future conception. In women at or 
after the menopause, the correct treatment is total hysterectomy and bilateral 
salpingo-odphorectomy. It must be remembered that the malignant pro- 
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pensities of seemingly benign ovarian tumours increase with the age of the 
patient. 

The same principles—diagnostic and therapeutic—apply in the case of 
an ovarian cyst into which hemorrhage has occurred. 

Short mention should be made of rarer complications of the chocolate cyst 
of ovarian endometriosis. It occasionally happens that the tarry contents of 
this cyst, under the increasing tension of menstrual additions, rupture into 
the abdominal cavity. As a rule the dense adhesions around such an endo- 
metriosis involving bowel and omentum and, in fact, any pelvic viscus, limit 
the loss of this altered blood and encapsulate it locally. Sometimes, however, 
this tarry blood escapes and gives rise to an urgent emergency very similar 
to that of a leaking or ruptured extra-uterine gestation. The history of 
congestive dysmenorrhcea in a woman of thirty-five who is relatively in- 
fertile, combined with the physical signs of a fixed, laterally situated, pelvic 
tumour which is irregular in outline, may suggest a preoperative diagnosis 
and refer the patient to the gynzcologist. More often, however, the general 
surgeon opens the abdomen suspecting some form of appendicitis and he 
may be reasonably surprised at the true state of the lesion. The surgery of 
endometriosis is technically difficult because of the dense and complicated 
adhesions which are an inherent characteristic of the disease and, in freeing 
the offending ovary, the large and small gut may be torn. The condition is 
almost always bilateral so that there is every cause for removing both 
ovaries. In young women, however, good results have been achieved by 
conservatism and, in the particular case under consideration, most surgeons 
would agree that the ovary containing the ruptured cyst should be removed 
by unilateral salpingo-odphorectomy and at least some part of the other less 
affected ovary conserved. In older women, if the surgeon has the necessary 
experience, total hysterectomy with bilateral salpingo-odphorectomy is the 
correct treatment. . 

Torsion and degeneration of a myoma.—The diagnosis of a twisted sub- 
mucous myoma is unlikely to be made from that of a twisted ovarian cyst 
as the symptoms and signs are almost identical. A twisted myoma is a far 
rarer condition. The treatment in young women is myomectomy and in 
older women hysterectomy. 

Degeneration of a myoma gives rise to moderate pain and moderate 
constitutional upset. The best known is the red degeneration or necrobiosis 
often seen in pregnancy or the puerperium. The patient is mildly toxic and 
has lower abdominal pain of insidious onset. A myoma can be readily felt on 
bimanual examination and there is subacute local tenderness associated with 
it. The treatment is conservative in pregnancy with subsequent myomectomy 
or hysterectomy according to the age and parity of the patient. A degenerate 
myoma is the least of all the acute gynecological emergencies. 


ACUTE PELVIC INFLAMMATORY DISEASE 
The third group of acute gynecological conditions is acute pelvic inflam- 
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matory disease and, as the treatment of this condition is primarily conserva- 
tive and antibiotic, it is important to be able to diagnose it accurately. 
There are three main causative conditions: (i) gonorrheea, (ii) abortion, 
(iii) puerperal sepsis which hardly concerns us in this article and can be 
dismissed to the province of the obstetrician. 

Gonorrhea.—The patient cannot be expected to give a frank history 
apart from admitting to a vaginal discharge of acute onset associated with 
frequent and painful micturition. She may be under treatment at a special 
treatment centre from which she is referred. Usually just after a period, she 
complains of increasing lower abdominal pain, often bilateral in situation, 
and shows signs of constitutional upset with fever and a moderately rapid 
pulse. The white blood count is high and abdominal examination reveals 
tenderness over the mid-point of Poupart’s ligament and one inch (2.5 cm.) 
above it. Vaginal examination reveals a discharge from an acute cervicitis 
which should be smeared and cultured; there may also be some urethritis. 
Both lateral fornices are tender and there may be palpable appendage 
swellings. 

Abortion.—Here again the history can be expected to be misleading and 
inaccurate but, on close questioning, most patients will admit to a particu- 
larly heavy period. If there has been instrumentation or douching, the 
symptoms and signs are as already described, but not all septic abortions are 
necessarily criminal. The uterus may still contain some products of gestation 
which will cause a bloody and infected vaginal loss. Apart from these 
modifications, the clinical picture is similar to that described under 
gonorrheea. The treatment of the two conditions is conservative and anti- 
biotic, except that the abortion patient may need transfusion and uterine 
evacuation as soon as the sepsis is reasonably controlled. 


THE RETROVERTED GRAVID UTERUS 

One more acute gynecological emergency is worthy of a brief note: retention 
of urine due to a retroverted gravid uterus. Most patients suffering from 
this condition will be known to be pregnant but sometimes the patient is 
genuinely or wilfully ignorant of her condition and presents herself with 
acute abdominal pain and a tense tender swelling in the lower abdomen. 
The history and examination will readily elicit the symptoms and signs of a 
fourteen weeks’ pregnancy and bimanual examination will disclose the 
presence of two tumours—one in the pelvis, the tense incarcerated gravid 
uterus, and one fixed to the anterior parieties, also tense and tender. 

Treatment consists of slow decompression of the bladder over a period of 
twenty-four to thirty-six hours by an indwelling catheter, the flow from 
which is controlled by a Laurie’s drip chamber and adjustable screw-clip, 
with the patient lying on her face. Spontaneous rectification of the retro- 
verted uterus is to be expected in almost all instances and no further treat- 
ment, apart from frequent observation of the patient’s micturition, is needed. 








OSTEOPATHY: 
THE PRESENT POSITION 


By SIR WALTER MERCER, M.B., F.R.C.S.Eb., F.R.C.S. 
Emeritus Professor of Orthopedic Surgery, University of Edinburgh 


OsTEOPATHY is defined as a series of manipulations that is useful in certain 
conditions of ill health and whose purpose is to correct what is known as the 
‘osteopathic lesion’. This lesion, the osteopath will say, is fundamentally a 
joint lesion, but he points out that many tissues are comprised in its make-up. 
In the spine they include two vertebra, disc, ligaments, connective tissue, 
muscles, and, most important of all, lymph channels, blood vessels, and 
nerves with their nerve cells. The nature of the lesion is an acute or chronic 
joint strain. The moment definite pathological lesions other than this strain 
develop the lesion is no longer essentially osteopathic. 


THE OSTEOPATHIC LESION 

In the ‘Osteopathic Blue Book’ we are told that ‘osteopathy is a practice or 
system of therapeutics which lays the main emphasis on the diagnosis and 
treatment of structural and mechanical derangements within the framework 
of the body’. The techniques employed are directed towards eliminating, or 
assisting compensation to, these derangements and their associated postural 
errors. In the spinal column these derangements are usually described as spinal 
lesions. Osteopaths maintain that the presence of spinal lesions exerts an 
influence upon the systems of the body, through nerves and blood circula- 
tion and it is held that removal of these lesions alleviates much physical 
disability and ill health. Thus osteopathy is based upon the concept that 
mechanical derangements throughout the body can be instrumental in 
promoting disease. The derangements require special diagnosis and treat- 
ment and in the region of the spine acquire special significance. They are 
loosely called osteopathic lesions. 

It is difficult to understand the osteopath when he tries to explain in 
scientific language the pathology of the osteopathic lesion, which remains 
somewhat vague and obscure. ‘Today most osteopaths agree that it is seldom 
a single entity of a faulty joint position, but a composite joint derangement 
which expresses not only unusual mechanics but also chemical changes in 
the area, which can initiate abnormal nerve reflex reaction. ‘The osteopath 
believes that disorders in both the respiratory and alimentary systems are 
modified by osteopathic manipulations of related areas of the spine. Such 
manipulations, they say, are most helpful in assisting lymphatic drainage and 
relieving cellular tissue of congesting fluid. Spinal manipulation has some 
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influence on vasomotor control generally. They say, too, that there is good 
reason to suppose that osteopathic treatment is useful in the treatment of 
acute diseases, such as ear, nose and throat conditions and children’s 
diseases. 
STILL’S PRINCIPLES 

Osteopathy is not just another term for manipulative surgery, but it makes a 
claim for a common etiology and a common therapy for all diseases, whether 
inflammatory, infectious, traumatic or neoplastic. The general principles of 
osteopathy were laid down by Andrew Taylor Still, an unqualified practi- 
tioner, following his reception of a divine revelation in 1874. These prin- 
ciples were that :— 

(1) The body is self-sufficient to manufacture its own remedies and that 
no drugs are necessary. 

(2) The rule of the artery is absolute and universal, and it must be un- 
obstructed or disease will result. (He meant by this that obstruction of 
the arteries of the cervical vertebre resulted in diphtheria and many 
general diseases.) 

(3) That all diseases are merely effects, the cause being a partial or com- 
plete failure of the nerves to ‘conduct the fluids of life’. Still thought 
that the nerves were hollow. 

The osteopath says it is difficult to describe in detail the pathology of a 
joint strain but the essence of it is that the joint and the surrounding tissues 
are held in tension. 

It is difficult to accept what are stated to be the effects of the lesion. ‘These 
are stated to be four in number :— 

(1) Localized pressure effects. 

(2) Peripheral effects due to tension round the lesion causing vascular, 

sympathetic or somatic nerve disturbances. 

(3) Effects on a viscus produced by irritation of the somato-visceral reflex 
or direct irritation to the sympathetic nervous system. 

(4) General effects, direct or reflex, on the nervous, circulatory or 
glandular systems, other than those on a viscus. 

The enthusiastic osteopath says the spinal lesion may cause a disturbance 

in the digestive tract. 


A case is quoted cf a patient who had had much trouble from ‘recurrent ulceration 
of the stomach’. The stomach derangement was accompanied by mid-dorsal spinal 
lesions. When the latter were manipulated the stomach trouble passed away. 


‘Finger surgery’ is used in the treatment of deafness. 


This consists ‘essentially of dilatation by means of the finger of the throat end of 
the Eustachian tube with a clearing of adhesions from it and the surrounding tissues, 
plus gentle finger manipulation of the pillars of the fauces and soft palate’. 


Most osteopaths believe that all disease is the result of spinal displace- 
ments, though this is not now the official view of the British School of 
Osteopathy. By contrast the old-fashioned ‘bone-setter’ is more rational. 
He really believes that a bone at the affected joint is out of place and that his 
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manipulation puts it back into position again. He tries to cure a local condi- 
tion by local treatment. 

The osteopath is not infrequently wrong in his diagnosis, even if he makes 
one at all. Often the diagnosis is made without an x-ray for, of course, the 
osteopathic lesion is not obvious on an x-ray, but pathological lesions of 
bones and joints are. There is the case of a patient with a tuberculous knee 
joint being treated by osteopathic manipulations—and with dire results, 
Fortunately, a more rational approach to the complaints of patients is now 
being made and the London College of Osteopathy has for its object the teach- 
ing of the theory and practice of osteopathy to ‘qualified medical men’, 
When an attempt was made in 1934 ‘to place the practice of osteopathy as a 
developing system of treatment of diseases by manipulative methods under 
the control of a statutory Board’ by Act of Parliament, there were only about 
170 men and women ‘qualified’ in osteopathy, although there were 2000 to 
3000 engaged in its practice. Their craft was not limited to the skeleto- 
muscular system: they claimed as their field ‘all diseases of any description’. 
The Bill proposed to give the osteopath the right to sign birth and death 
certificates, administer anzsthetics, and perform minor operations. The 
Select Committee deferred action, however, until the sphere of osteopathy 
had been defined and until a reputable system of education had been 
developed. The London College of Osteopathy was thereafter established 
and they teach ‘qualified medical men’—a creditable attempt to organize 
and evaluate osteopathic ideas and to curb the opportunist and the quack. 
There seems no doubt that the proper approach for the osteopath is to 
qualify in medicine first in order to obtain the status of a doctor and then to 
educate himself in his new and chosen specialty. 

Osteopaths emphasize the osteopathic lesion as a constant etiological 
factor in functional and organic conditions. They do not deny the existence 
of other etiological factors such as infection and metabolic disturbances. 
The orthopedic surgeon accepts the lesion as an isolated affliction of the 
joint, but the osteopath says the orthopedic surgeon does not appreciate 
its significance as a predisposing factor in disease. Some years ago two 
orthopedic surgeons visited the London College of Osteopathy and ex- 
pressed interesting views on their impressions. They felt that where 
osteopathy failed was in its wholesale claim for the presence of mechanical 
disorders. It seemed that without adequate examination it was presumed 
that an osteopathic lesion was present although on examination the lesion 
was not obvious to the two visitors who, with years of experience behind 
them, felt that the diagnosis should have been within their compass. 


A ‘CULT’ 
For many years osteopathy has been designated as a cult by the American 
Medical Association. A cult is a practice that follows a dogma, tenet or 
principle based on theories or beliefs of its promulgator to the exclusion of 
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demonstrable scientific experience. The Principles of Medical Ethics of the 
Association proscribe as unethical all voluntarily associated activities with 
‘cultists’. At its Annual Meeting in Boston on November 29, 1955, the 
judicial council reaffirmed the statement in its 1952 annual report :— 


‘That in the absence of a directive from the House of Delegates and in the absence 
of any alternative statement from the osteopaths themselves, that they no longer 
adhere to their original cult theories, the Judicial Council re-asserts its opinion that 
all voluntary associations with osteopaths are unethical. Only the House of Delegates 
can alter this policy and until the House is convinced that osteopathy is no longer a 
sectarian practice and so votes, it is incumbent on the members of the Association 
to observe existing policy’. 

Some interesting evidence was given in 1935 when the Registration of 
Osteopaths Bill was considered by the Select Committee of the House of 
Lords. One of the main principles enunciated by A. T. Still was the self- 
sufficiency of the body, the power of the body to manufacture its own 
remedies. Osteopathy was founded on a revolt against drugs, but it was 
made clear by some of the evidence that the osteopath cannot do without 
drugs. One of the osteopathic witnesses agreed that they have to know about 
poisons and their antidotes and that a few remedies were beneficial, such as 
emetine in dysentery, arsenic in some form in syphilis, and liver in perni- 
cious anzmia. So it was obvious that there were instances where the human 
body did not manufacture all the remedies necessary for the cure of disease. 
Another of the osteopathic witnesses made the interesting but naive ad- 
mission that ‘you must remember that our views on the actual causation of 
disease, and our general guiding principles, and our form of treatment are 
all at complete variance with those of the Medical.School’, as indeed they 
are. 


THE PROPER USE OF MANIPULATION 
Manipulation is being carried out more and more by orthopedic surgeons, 
but, of course, it is used for the local effect and in that way differs materially 
from osteopathic manceuvres. Apart from the reduction of dislocations or 
displaced fractures, there are five groups of cases treated by manipulation 
by orthopzedic surgeons :— 

(1) Mobilization by manipulation of stiff joints. 

(2) Joints with minor strain in which manipulation may be needed for 
local adhesion formation. 

(3) Osteoarthritic joints, where symptoms may sometimes be relieved by 
stretching the associated adhesions. 

(4) Manipulation of spinal joints for adhesions, or prolapse of an inter- 
vertebral disc. 

(5) Minor manipulation which is to be regarded as part of the psycholo- 
gical treatment of a patient with a functional disorder superimposed 
on minor disability. 

In theory manipulation can be effective in relieving pain caused by re- 

placeable displacements and by fibrous adhesions in and around a joint or 
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attached to a normally mobile structure. Unless one of these conditions 
exists and can be diagnosed, and unless it can be ensured that manipulztion 
will have the desired effect without producing any harmful results, it is 
not indicated. 

Osteopathic literature refers frequently to the concept of osteopathy, and 
even the contemporary literature is replete with references to the original 
concept which was laid down by A. T. Still, the founder of osteopathy, when 
he said: “The fundamental principles of osteopathy are different from those 
of any other system and the cause of disease is considered from one stand- 
point—viz. disease is the result of anatomical abnormalities followed by 
physiological discord’. To cure disease the abnormal parts must be adjusted 
to the normal, therefore other methods that are entirely different in principle 
have no place in the osteopathic system. The osteopath argues that times 
have changed and that this definition can no longer be applied to osteopathy. 
It has been stated repeatedly that osteopathic education has been raised to 
standards almost equal to those of medicine and that the original concept of 
osteopathy has been almost entirely discarded, but on reading the literature 
from the five main schools of osteopathy in America it is obvious that there 
has been little change of thinking in the osteopathic schools since their 
establishment. 

It must be conceded that osteopaths have made a definite contribution 
to manipulative surgery. If their manipulative methods are not readily 
acquired from the textbooks and can only be truly appreciated by visual 
demonstration, they are certainly not beyond the capacity of the medical 
practitioner, and certainly the orthopedic surgeon can and does perform 
such manipulations with skill and proficiency. If the lesion is a subluxation 
of the joint, as it is said to be, it is not clear why multiple repeated manipula- 
tions, as practised by the osteopath, should be necessary to reduce it. It is 
probable that some of the success is due to a breaking down of adhesions— 
most of it to the effect on a functional disorder, and a lot to the potency of 
the osteopath’s personality. 

There is, without doubt, a limited field for this type of work, that is, for 
manipulation, but the lesion needs to be diagnosed in the first place and that 
means careful assessment by a properly trained medical man. This is now 
recognized by the London College of Osteopathy who deviate from ordinary 
osteopathic educational standards in that instruction is confined to a post- 
graduate course for registered medical men, working on the assumption that 
it is neither necessary nor feasible to teach all the basic subjects to a student 
who has already passed these subjects in a recognized medical institution. 
An orthopedic surgeon summed the position up a few years ago when he 


wrote in a letter to a medical journal: 

‘Any medical man who reads textbooks on osteopathy must realize the worthless 
nature of the osteopath’s claim, the ridiculous ideas on etiology and pathology, and 
the danger to all patients who are unfortunate enough to come in contact with them. 
Any medical man must therefore view with grave suspicion, to say the least, the 
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intelligence or motive of any qualified medical man who takes up osteopathy. 'To 
have any truck with osteopaths is to endanger the good repute of the medical 
profession. That some osteopaths and bone-setters are capable manipulators is not 
the fact which doctors deny. The fact is that osteopaths find an osteopathic lesion in 
every patient who comes to them and consider that they should treat by manipula- 
tion every one of these. This makes their claim unacceptable’. 


SOME POSSIBLE REMEDIES 

Cyriax has suggested possible remedies for the anomalous position which 
osteopaths hold in the field of therapy. One obvious remedy is that all 
doctors should know how to manipulate and have time and assistants 
provided to enable them to do so. Another is for osteopaths to be realistic 
and drop what is excessive in their claims (namely, the practise of a re- 
volutionary and complete alternative system of medicine) and to hold 
themselves out for what many of them really are, namely, experienced 
manipulators. A third remedy Cyriax considered is for the physiotherapist 
to take over the useful side of their work hitherto done by various types of 
unqualified manipulators. 

No doubt the first remedy is not possible; the second one is unlikely; 
and the third might prove the best solution. ‘The physiotherapist has all the 
basic knowledge of anatomy and joint and muscle work, and the trained 
hand necessary to enable him or her to learn manipulation, and has always 
preserved a strictly ethical standard. It is therefore only a question of adding 
a little more to the curriculum for competence in this matter to be assured. 
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SMOKING AS A FACTOR IN 
VISUAL DISTURBANCE 


By JAMES H. DOGGART, M.D., F.R.C.S. 


Surgeon, Moorfields, Westminster and Central Eye Hospital; 
Ophthalmic Surgeon, The Hospital for Sick Children, Great Ormond Street 


THOUSANDS of articles have been written about tobacco, and millions of 
words have been uttered in praise or blame of this highly taxed substance, 
which appears to be metaphorically as well as literally inflammable. I call 
it inflammable in that other sense, because discussion upon its merits and 
demerits is a potent provoker of wrath. Differences of attitude about 
smoking are only too apt to induce the odium theologicum—that particularly 
violent form of rage which used to be reserved for religious disputes. 
Eschewing such extremes, in this article I propose to consider the impact 
of smoking upon clinical ophthalmology. 


SOME GENERAL CONSIDERATIONS 
In this context the first disorder that leaps to mind is tobacco amblyopia, 
partly because every ophthalmologist is familiar with its classical mani- 
festations, and partly because no-one seriously questions the preponderant 
etiological status of tobacco in that malady. It must be emphasized, however, 
that if indirect effects are taken into account, tobacco amblyopia is only 
one item in a large catalogue. There are many commoner and more important 
visual disorders to which smoking directly or indirectly contributes. Medical 





training gives us ample opportunity to appreciate that very few diseases | 


can be satisfactorily explained as arising from one clear-cut cause. The 
apparent or precipitating cause may be some relatively unimportant stimulus 
which happens to activate a number of predisposing factors. Causation in 


medicine, as in finance or politics, is nearly always complex. We should | 


conceive of causation as an intricate, interlocking system of influences, but 
the research worker in a limited field, or the propagandist in search of 
ammunition, will always be tempted to overemphasize one aspect of a 
question, and to suppress or ignore data which weaken his main thesis. 
Although so many different views are held by medical colleagues about 
the effects of smoking, nearly all of them agree that excessive smoking 
injures the heart, lungs, digestive system and many other organs of the 
body. Their definition of what constitutes ‘excessive’ smoking would 
certainly not be unanimous, because in most instances it would be deter- 
mined by their own particular habits; but they would all concede that 
excessive smoking can damage the body in a multitude of ways. 


PHARMACOLOGICAL CONSIDERATIONS 
The most important substance in tobacco is nicotine. There are at least 
ten other alkaloids, but none of them is deleterious in its existing concen- 
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tration. Among the non-alkaloidal constituents is carbon monoxide, which 
in some circumstances can produce ill-effects. The proportion of tar may 
vary within certain limits among different specimens of tobacco, but tar is 
probably the main factor in producing the chronic respiratory inflammation 
which afflicts almost every long-standing large-scale inhaler of tobacco 
smoke. Some of the havoc wrought by heavy cigarette-smoking has been 
attributed to the ensheathing paper, but probably paper contributes little 
or nothing to the damage. Except for tar, the only known carcinogenic 
substance in tobacco smoke is arsenic, but the concentration of arsenic is 
usually regarded as too small to do any appreciable harm. 

Consumers of cigarettes can be classified according to whether they 
smoke ‘wet’ or ‘dry’, whether or not they inhale, whether or not they use 
a holder, and so on; but experiments show that approximately 0.5 to 1 mg. 
of nicotine is absorbed with each cigarette. Nicotine is a powerful vegetable 
alkaloid, of which the toxic effects are in many respects comparable with 
those of curare and muscarine. 

The most rapid and convincing way to demonstrate its principal pharmacological 
effects is to inject a small quantity (2 to 5 mg.) subcutaneously into any person not 
already habituated to nicotine. Nausea and vomiting are almost immediately pro- 
duced by action of the drug upon the medulla. Sweating, tachycardia and blanching 
of the extremities are other striking effects. Repeated experiments have shown that 
nicotine first stimulates and then depresses the autonomic ganglia. Apparently it also 
incites the adrenal bodies to release adrenaline, because the peripheral blanching is 
due to shrinkage of arterioles. There is a transient average rise of about 15 mm. in 
the systolic and 10 mm. in the diastolic blood pressure, and an increase of about ten 
per minute in the heart rate. 

Other immediate pharmacological effects of nicotine upon some subjects 
are salivation, tumultuous peristalsis and urticaria. Urticaria may well be 
an allergic manifestation, because we know that tobacco dust can provoke 
an attack of asthma in susceptible people. 

Urbach and Gottlieb (1946) described how a Turkish lady was attacked by asthma 
when she walked in the grounds of her estate, which was next to a tobacco plantation. 

The action of nicotine upon the higher centres of the brain is contro- 
versial. Supporters of tobacco claim that smoking soothes their nerves and 
promotes clear thinking, but their opponents believe that smoking is a 
nervous tic, and that most chain-smokers are restless and unhappy. Con- 
flicting opinions are also held about migraine, but certainly headache is 
a common symptom in the smoking novice. 

The most obvious long-term effects of heavy smoking are yellow staining 
of the teeth, hair, face and fingers, together with chronic pharyngitis, 
tracheitis and bronchitis. People who have inhaled large numbers of 
cigarettes over a period of years can seldom laugh wholeheartedly without 
exploding into a paroxysm of coughing; and this respiratory catarrh may 
seriously disturb their own sleep and that of others. Long-term effects on 
the cardiovascular system will be considered later, but meanwhile there is 
good reason to suppose that, whatever may be the effect upon separate 
organs, smoking shortens life. 
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Pearl (1938), who studied the relationship between smoking habits and length of 
life in 7000 white males, found that non-smokers lived longer than smokers, anc that 
moderate smokers lived longer than heavy smokers. Similar surveys in the present 
decade have confirmed Pearl’s findings. 


HISTORICAL BACKGROUND 

Christopher Columbus’s voyages led to the introduction of tobacco as well 
as syphilis into Europe from the American continent, where the natives had 
smoked since remote antiquity. Jean Nicot, the French ambassador in 
Lisbon, recommended tobacco leaves for their medicinal properties, and 
his memory is perpetuated by the word nicotine. Towards the end of the 
sixteenth century pipe-smoking and snuff-taking were taken up in various 
European and Asiatic countries, but at first considerable opposition was 
aroused. In Persia and India these habits were made capital offences. 
Some of the European devotees were excommunicated by the Pope, others 
were fiercely denounced by King James I of England, who imposed a special 
tax on tobacco. The Tsar of Russia prescribed whipping for a first smoking 
offence, death for a second, and amputation of the nose for snuff-takers. 
Emphatic prohibitions were also issued by the King of France and the head 
of the Greek Orthodox Church. Nevertheless the use of tobacco rapidly 
spread, and was adopted by many women and children throughout the 
seventeenth century. 

Near the beginning of the eighteenth century the fashion of smoking 
swiftly ‘and mysteriously declined, to be replaced by snuff-taking on an 
enormous scale. The snuff craze in its turn began to wane early in the 
nineteenth century, and smoking returned to favour. It is said that the 
spread of cigar-smoking in Western Europe was accelerated by soldiers 
who had met with Spanish cigars in the Peninsular War of 1807-14, but 
Central America was familiar with them long before that. 

Cockburn (1735) writes that three friars at Nicaragua ‘gave us some Seegars 

to smoke . . . These are Leaves of Tobacco rolled up in such Manner that they serve 
both for a Pipe and Tobacco itself . . . there is no such thing as a Tobacco-Pipe 
throughout New Spain’. 
The Crimean War is said to have hastened the spread of cigarette-smoking 
in Europe, because so many French and British soldiers acquired the habit 
through Turks and Russians, but cigarettes had already been familiar to 
South America since about 1750. 


REASONS COMMONLY ADDUCED FOR SMOKING 
The real reasons for smoking do not always correspond with those that the 
smoker puts forward. Among the novitiate are many who still feel sick 
after a few cigarettes, and in their heart of hearts they dislike the taste of 
nicotine, but they will gaily pretend to smoke because they enjoy it—their 
real reason being that they fear the mockery of their freely fuming contem- 
poraries. Adults often claim that they must smoke to prevent their weight 
from rising, but it is doubtful whether the average smoker is thinner than 
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the average non-smoker. It is true that people who give up smoking tend 
at first to put on weight, because a snack blunts their craving. After a few 
months, however, most of them can adjust their diet if they still genuinely 
wish to give up smoking. If not, they have a ready excuse for breaking 
their resolve. Psychologists have proclaimed that the craving to smoke is 
usually traceable to exaggeration of the infantile sucking tendency. The 
chain-smoker who takes a few hectic puffs and disappointedly throws away 
his cigarettes is explained as a hark-back to those restless days of infancy 
when he so often rejected the breast for which he had just been clamouring. 

Enjoyment is perhaps the best of all reasons for smoking, although many 
smokers do not emphasize that aspect. Some will claim that it facilitates 
social encounters, others stress that it helps them in their work, or sets 
the seal upon a good dinner. Many wives believe that smoking a pipe will 
prevent a man from flying into adultery, and monks have been known to 
recommend smoking as conducive to chastity. 


Bodley Scott (1952) quotes Oviedo’s 1526 comment on smoking: ‘I cannot 
imagine what pleasure they derive from this practice, unless it be the drinking which 
invariably precedes the smoking. I am aware that some Christians have already 
adopted the habit, especially those who have contracted syphilis, for they say that 
in the state of ecstasy caused by the smoke they can no longer feel their pain’. 


In the sixteenth century tobacco leaves were employed as a remedy for 
cancer and numerous other diseases. A century later it was being used as 
a prophylactic against plague. In 1665, according to Bodley Scott, Eton boys 
were instructed in smoking to ward off the great plague. One boy who 
refused his pipe was severely flogged. 

Instances of reasons for smoking might be multiplied almost indefinitely, 
but one thing is clear. The addict will gladly sacrifice everything including 
his own and other people’s safety, rather than forego smoking. A small 
minority of smokers can limit themselves to an occasional cigarette, and 
many of them could cease overnight without a pang. Most of the regular 
smokers, on the other hand, pass through the usual sequence of initial 
nausea and acquired pleasure gradually settling into compulsory routine. 


TOBACCO AMBLYOPIA 
Most of the victims of this disease have smoked strong pipe-tobacco for 
many years, but chewing, snuff-taking, or the smoking of cigars can act in 
the same way. In the nineteenth century instances were recorded among 
workers in tobacco factories, but nowadays industrial conditions are more 
healthy. Cigarettes are a less common cause than pipes, but they can 
produce the same effect. 

The first case I saw in private practice was a 58-year-old night editor who was 
smoking about 750 cigarettes a week. In fact he smoked all through his waking 
hours except during the main course of his dinner. Curiously enough, he found no 
difficulty at all in giving it up. At about the same time a colleague told me of a lady 
cigarette smoker suffering from severe tobacco amblyopia. She had not smoked 
quite so abundantly as my patient, but she was rolling her own cigarettes with shag 
tobacco. 

One of my late teachers used to remark that most of the hospital patients 
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suffering from tobacco amblyopia when he was a junior were whisky- 
drinking night-watchmen. In those days the tax on spirits was only a small 
fraction of what it is today, and my teacher attributed the visual disturbance 
to a joint action of the alcohol and nicotine. Other authorities have noted 
this association. Some people dismiss the linkage as utterly fortuitous, 
Others point out that naturally the person who lacks restraint in his smoking 
habits will be most likely to be excessive in his consumption of alcohol. 
We have to remember, however, that the retinal ganglion cells are vulnerable 
to many different substances, some of which can reinforce each other’s 
action. Otherwise it is difficult to explain, for example, why a diabetic is 
more susceptible than the average person to amblyopia from tobacco. 
It is now known that some of the nutritional damage in chronic alcoholic 
poisoning is due not to the direct action of alcohol, but to incidental depriva- 
tion of vitamin B,. 

The clinical linkage of malnutrition with tobacco amblyopia is underlined 
by wartime experiences. Increased incidence of this visual disorder was 
observed in Paris during the siege of 1870-71, and in France and Belgium 
during the German occupation of 1940-45. Malnutrition is not, however, 
the sole explanation for a rise in the number of tobacco amblyopia victims 
in wartime. Amidst the restrictions imposed by war, manufactured tobacco 
becomes scarce, and it is significant that many of the worst sufferers in 
France during the 1940’s had been growing their own tobacco in a back- 
garden. These uncured leaves were more toxic than commercial products. 
Here it may be appropriate to mention that Barrett (1897) reported blind- 
ness among horses in Australia from eating their variety of the tobacco 
plant (Nicotiana suaveolens). 

The failure of vision sustained by many prisoners in the Far East during 
1943-45 has often been likened to the amblyopia caused by tobacco. Indeed 
many of the instances were similar, but on the whole the differences were 
more striking than the points of resemblance. First, many of the severely 
affected cases from the Far East failed to recover their vision when proper 
diet was restored; secondly, a considerable proportion of the bad cases 
displayed characteristic fundus changes; thirdly, they hardly ever showed 
the typical clinical features of tobacco amblyopia: namely, impairment of 
central vision in both eyes, intact peripheral field together with a centro- 
cecal scotoma for red and green, and absence of typical ophthalmoscopic 
abnormality. 


CARDIOVASCULAR DISEASE 
Acute blanching of the fingers and toes as an immediate response to nicotine 
by a patient not already habituated finds its chronic counterpart in Buerger’s 
disease (thromboangiitis obliterans). 


Silbert’s (1945) intensive study of this malady led him to the conclusion that 
smoking was the main controllable factor, that the advance of the disease could 
be checked by cessation of smoking, that the disease flared up when smoking was 
resumed, and that it was extremely rare in non-smokers. At that time he commented 
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upon the rarity of Buerger’s disease among females, but in a later paper (1948) 
he reported a number of cases in heavily smoking women. 
Although there are no recognized ocular complications of Buerger’s 


disease, it would appear highly probable that nicotine can provoke similar 
obliterative changes in other portions of the arterial tree besides those that 
ramify in the extremities. The arteries of the myocardium come high in 
the list of vessels likely to be implicated. A large volume of evidence has 
now accumulated on both sides of the Atlantic to show that smoking— 
heavy cigarette-smoking especially—increases the liability to coronary 
thrombosis; so that many family doctors and physicians permanently ban 
smoking by those patients who recover from their first infarction. The 
most sinister single sign in retinal arteries is narrowing, especially if the 
calibre of these vessels exhibits sudden variations as well as general attenua- 
tion. To what extent is this narrowing of the retinal arteries likely to be due 
to, or aggravated by, nicotine? As the problem of causation is such a complex 
one, it is doubtful whether any precise answer, in terins of percentages, 
would be forthcoming to this question, even if a first-rate team of clinicians 
were to tackle it with the help of experimental physiologists and other 
special investigators. It is almost inconceivable, however, that a drug to 
which the cardiovascular system is so responsive should fail to play an 
important part in the modification of ophthalmoscopic phenomena. 


RESPIRATORY DISEASE 
It has now been shown that smokers are more likely than non-smokers to 
get lung cancer, that heavy smokers are more liable than light, and that 
cigarettes are the most dangerous of all kinds of smoking. 

The chances of a very heavy cigarette smoker (40 a day) contracting lung cancer 
are more than 60 times as great as those of a non-smoker. Studies by the American 
Cancer Society, lasting four years and covering 188,000 men between the ages of 
50 and 70, showed that the death rate from lung diseases other than cancer (e.g. 
pneumonia and influenza) was three times higher in cigarette-smokers than in 


non-smokers. 
Lung disease is highly relevant to disturbance of vision for many reasons. 


In the first place, chronic pharyngitis and bronchitis, which are almost 
universally and progressively evident in people who have inhaled large 
quantities of smoke for years, entail frequent coughing, and that in its 
turn throws a strain upon the heart. Secondly, chronic cough is an important 
factor in the production of a retinal detachment, and a formidable obstacle 
to the permanent reposition of a detachment by surgery. Thirdly, a severe 
cough increases the likelihood of disastrous or even expulsive hemorrhage 
as a postoperative complication, especially after cataract extraction. Fourthly, 
the excessive smoker is far more likely than the non-smoker to be a bad 
anesthetic subject. He is more apt to develop laryngeal spasm during 
induction, and more likely to be afflicted with postoperative complications. 
Now that general anesthesia is used on a much wider scale for eye opera- 


tions, this added risk must be taken into account by ophthalmologists. 
In 400 male patients admitted to the Middlesex Hospital for operation, Palmer 
(1954) found the incidence of bronchitis to be significantly higher in smokers than 
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in non-smokers, and higher in heavy than in light smokers. The same conclusions 
were reached by Green and Bercowitz (1954), who surveyed 4000 patients cc-ning 
to operation. 
EXTERNAL EYE LESIONS 

One of my patients developed a recurrent corneal abrasion after jabbing 
his cornea with the lighted end of a cigarette, when the other end had 
unexpectedly stuck to his lips. Minor corneal burns are commonly inflicted 
by glowing particles from other people’s cigarettes, especially in the open 
air on a windy day. Chronic conjunctivitis is particularly common among 
the many smokers who sit at their work or hobby with smoke curling up 
into their eyes from a cigarette retained in their mouth. Blepharitis can be 
caused or aggravated in the same way, and so can keratitis. 


OTHER DISEASES 

Simpson (1957), who made comparative observations upon smoking and 
non-smoking women over a period of twenty years, found that thyroid 
disorders were seven times more frequent in smoking than in non-smoking 
patients. Menstrual disorders were three times commoner, and premature 
menopause ten times commoner in smokers than in non-smokers. He also 
sifted data concerning more than 7000 patients in private maternity hos- 
pitals, and found that the incidence of premature births was twice as great 
in smoking mothers as in the non-smokers, and that the relative increase 
was greater in heavy smokers. When cigarettes are smoked during preg- 
nancy nicotine passes through the placenta, and a consequent rise in the 
foetal heart rate has been repeatedly demonstrated. Incidentally nicotine is 
partly excreted in human milk. It would be rash to assume that all these 
facts are irrelevant to ophthalmology. The ocular complications of thyroid 
disease, for instance, are rightly dreaded, and prematurity of birth is a 
large factor in ocular maldevelopment. 

The digestive function, which can so readily be disturbed by nicotine, 
also has close links with eye trouble. The late Lord Moynihan used to 
advise his duodenal ulcer patients not to resume smoking unless they 
wished their symptoms to recur, and Sir Arthur Hurst regarded excessive 
smoking as a major factor in the production of these ulcers. Severe repeated 
hemorrhage from the gastro-intestinal tract has long been recognized as 
a cause of optic atrophy. 

To what extent smoking is concerned in the etiology of glaucoma cannot 
easily be assessed. ‘The importance of cardiovascular instability in the 
production of this disease is now well known, and it is by no means improb- 
able that a drug which influences the cardiovascular system so profoundly 
as nicotine does, could help to precipitate an attack of acute glaucoma; but 
this problem must await further research. 

DEVICES FOR GIVING UP SMOKING 
The clinical ophthalmologist will from time to time find it his duty to 
advise patients not to smoke. Doubtless the number of such occasions, 
and the degree of emphasis with which he conveys that advice, will be 
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influenced by the ophthalmologist’s own habits, but there are some circum- 
stances in which he must give that advice, even if he himself is a chain- 
smoking inhaler. Obviously the victim of tobacco amblyopia must give it 
up, and there are equally good reasons, if not better, to prohibit smoking 
for a myope who labours under severe smoker’s bronchitis and has already 
detached one of his retinz. 

Fear of disease and motives of economy are not enough to translate a vague 
aspiration into shedding of a habit. Those who occasionally take a cigarette 
without ever developing the urge to smoke do not come into the discussion. 
What matters is the real addict, and he will never give it up until he feels 
what is known in religious circles as a change of heart. If he continues to 
dwell on delectable thoughts of smoke curling upwards or being eagerly 
drawn down into his lungs, he will go back to smoking. What counts is his 
inner attitude. He must really believe that it is worth his while to give it up. 

The main advantages of not smoking were wisely summed up by Lord 
Morton of Henryton in a letter to The Times ten years ago. 

He had been a heavy smoker for 35 years, and claimed no credit for having given 
it up. He gave it up for medical reasons. His motive in writing to The Times was 
not to set forth anti-smoking propaganda, but merely to console people who felt 
that they could no longer afford to smoke in view of the additional taxation imposed 
by the current Budget. ‘He who gives up smoking will find’, he wrote, ‘that (1) his 
general health steadily improves; (2) he plays his favourite game with greater skill 
and less fatigue; (3) his enjoyment of food and drink is keener; (4) his sense of 
smell is more acute—this has its disadvantages, but the advantages outweigh them; 
(5) he no longer has that tiresome cough and his mouth feels cleaner; (6) he saves a 
lot of money; (7) he has a joyous feeling of independence while others are seeking 
for cigarettes and matches; (8) he enjoys plays and concerts more because he is not 
longing for a smoke’. 

One of my patients, after several failures to give up her smoking (she 
was getting through 30 or more cigarettes a day), at last succeeded. I asked 
her how she had managed it, and she told me that she evolved a formula 
which she repeated many times a day. It ran something like this: ‘I hate it 
really, because after the first puff it’s never as nice as I expected. I know 
perfectly well that it’s giving me this hideous cough and staining my teeth 
and spoiling my skin and saturating my hair and clothes and bed with 
stale smoke and making me look older’. Her formula proved effective for 
three reasons: First, she drummed it well in; secondly, she believed it in 
her heart of hearts; and thirdly, it was true. 
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CLINICAL EXPERIENCE WITH A NEW 
COMPOSITE SULPHONAMIDE 


By J. P. R. MacFARLANE, M.B., M.R.C.P. 
Medical Unit, Gartloch Hospital, Glasgow 


THE present confusing multiplicity of antibiotics, with their relatively 
frequent and occasionally serious side-effects and the ever-increasing 
problem of bacterial resistance, has led to a reconsideration of the sulphona- 
mides in the treatment of infections. Recently this reawakened interest has 
been stimulated by the introduction of more potent members of the sul- 
phonamide group with greater freedom from toxic effects. This article 
records the experience in clinical practice with a newly available mixed 
sulphonamide preparation. 

‘Dosulfin’, the preparation under trial, is a mixture of equal parts of 
sulphaproxyline and sulphamerazine. The rate of absorption after oral dosage 
differs for these two compounds. With sulphaproxyline it is rapid and a 
peak level is reached in two hours. The absorption of sulphamerazine, 
however, is slower; a peak level is not reached until four or five hours after 
administration, but thereafter the blood level is maintained for a considerable 
period. With both compounds the rate of acetylation is slow and, after oral 
dosage with the mixture, only one-third of the total sulphonamides excreted 
in the urine is in the acetylated form. 


SCOPE OF INVESTIGATION 

The mixture can therefore be given at relatively infrequent intervals and this 
fact, combined with the slow acetylation, leads to therapeutic activity with 
low total dosage. Further, since their solubilities are independent of each 
other, the risk of crystalluria is small and the need to give copious fluids is 
avoided. The dosage used was the same in all the patients included in the 
trial. After an initial dose of 1.5 g. (2 tablets), 0.75 g. (1 tablet) was given 
thrice daily for the first three days. Thereafter, 0.75 g. (1 tablet) was given 
twice daily. The duration of a course varied according to the condition, 
being usually between four and seven days. The total amount of the drug 
given was thus between g g. and 13.5 g. in most cases. 

In all, 94 cases, both in- and out-patients, suffering from a variety of 
conditions, were treated. Bacteriological control was carried out in all but a 
very few before treatment and, in the majority, after treatment. The condi- 
tions treated are shown in table 1. 


URINARY INFECTIONS 
These were all cases of acute pyelonephritis or acute exacerbations of 
chronic pyelonephritis. Most were women, two of whom were in the post- 
February 1959. Vol. 182 (212) 
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puerperal phase. Urine culture was carried out, both before and after treat- 
ment, in all cases. The causal organisms are shown in table II. Eight patients 
of this group had been treated previously, most of them with other sul- 
phonamides, before being referred to hospital. Of the six failures, two 














| ‘Total | Cleared | Cleared | Cleared | 
Condition | No. of with one | with two | with added | Others 

| cases course | courses antibiotic | 
Infections of the urinary tract 42 31 5 2 4 
Chronic bronchitis | 30 19 3 4 4 
Broncho-pneumonia 6 | 3 - I % 
Acute tonsillitis Ss 6 - - - 
Miscellaneous | 10 | 4 - 3 3 
Totals | 94 | 63 8 10 | ag 











TasBLe I.—Conditions treated with ‘dosulfin’, and number of patients in each group. 


occurred in patients suffering from chronic pyelonephritis and a third was a 
woman with a chronic obstruction of the urinary tract. A fourth patient was 
free of symptoms but urine culture gave a scanty growth of coliform bacilli. 


RESPIRATORY INFECTIONS 
Bronchitis.—The patients in this group all suffered from chronic bronchitis 
and, at the time of starting treatment, had a cough productive of a frankly 
purulent sputum. Of the 30 treated, 19 showed a definite improvement after 








Organism No. of cases | No. cleared with 
‘dosulfin’ 
E. coli 22 19 
E. coli and Enterococcus 9 | 9 
Enterococcus 5 | 4 


Other organisms: alone 
or in combination 


a 


} 4 














Total 42 | 36 





TaB_Le II.—Bacteriological findings in 42 patients with urinary in- 
fections, treated with ‘dosulfin’. 


one course lasting seven days, the sputum being reduced in amount and no 
longer purulent. Three more patients showed a similar improvement after a 
second course. A further four patients improved with a second course 
combined with an antibiotic. As sputum culture in all four had shown a 
mixed growth of organisms, one or more of which was resistant to the anti- 
biotic given, it seems likely that the improvement obtained was not entirely 
due to the antibiotic. Of the remaining four, one had an established bron- 
chiectasis and a second probably had also. All four had been treated before 
with antibiotics alone, without appreciable improvement. 
Broncho-pneumonia.—Six patients suffering from broncho-pneumonia 
were treated. There was satisfactory resolution in four. One elderly subject 
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with extensive bilateral involvement succumbed on the third day of tveat- 
ment. A second, with a severe and progressive cor pulmonale, died also. 

Acute tonsillitis—Six cases were treated. In all the organism was the 
hemolytic streptococcus. Within twenty-four hours of treatment being 
started all experienced subjective improvement; there was a fall in tempera- 
ture and clearing was complete by the fourth day, after which treatment 
was discontinued. 


SIDE-EFFECTS 

The incidence of these was remarkably low. Three patients complained of 
nausea during treatment, but in none was this of sufficient severity to 
interfere with administration and in one the significance was doubtful, as 
nausea was induced by almost every drug prescribed. Chemical and micro- 
scopic examination of the urine was carried out regularly in all cases treated 
in hospital, but no evidence of crystalluria or other renal upset was found. 
None of the patients showed any sign of upset of the blood pigments. The 
mental depression associated with sulphonamide treatment was notably 
absent. 


DISCUSSION 

The degree of success obtained in the treatment of infections with this 
preparation is very satisfactory. Particularly noteworthy are the results in 
acute urinary infections. Of the 42 patients treated, 36 cleared satisfactorily 
and this proportion (86 per cent.) compares favourably with the results 
obtained with other sulphonamides or antibiotics. In a disease characteris- 
tically resistant to treatment such as chronic bronchitis, the improvement 
shown by 73 per cent. in the present series is encouraging. Since this form 
of sulphonamide therapy should lend itself particularly well to long-term 
administration, it may prove of value in the prevention of relapses so 
common in chronic bronchitis. 

The results of this trial indicate that ‘dosulfin’ is of high efficiency and low 
toxicity in the treatment of infections and suggest that it is a considerable 
advance in sulphonamide therapy. 


SUMMARY 
The results of a trial of a recently introduced composite sulphonamide are 
here presented. The preparation was used mainly in the treatment of urinary 
infections, chronic bronchitis, broncho-pneumonia and acute tonsillitis. 
A high degree of success was obtained. Side-effects were minimal. 
I would like to thank Dr. J. W. Ferguson, in whose wards the patients were 
treated, for permission to publish this article, and Mr. W. H. Milne for the many 


bacteriological tests carried out. The tablets of ‘dosulfin’ were supplied by Geigy 
Pharmaceutical Company Ltd. 
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THE TREATMENT OF 
BLACK HAIRY TONGUE 
WITH -DEQUALINIUM CHLORIDE 


A PRELIMINARY REPORT 


By C. R. STOCKDALE, L.D.S. 
Crumpsall Hospital, Manchester 


aND L. L. BANKS, M.R.C.S., L.R.C.P., Px.C. 
Clinical Trials Department, Allen & Hanburys Ltd. 


BLacK hairy tongue is a harmless, though sometimes a troublesome, con- 
dition. The etiology is unsolved although many theories have been advanced 
in an attempt to explain this clinical condition. Briefly, the following 
causative factors have been suggested: (1) neurotrophic disturbances, 
(2) chemical irritation, (3) parasitic organisms, (4) drugs. 

Clinically, black hairy tongue is easily recognized. It affects the dorsum 
of the tongue, generally anterior to the circumvallate papilla. The filiform 
papilla are markedly elongated and the affected area is usually black or 
dark brown in colour. When the filiform papilla are elongated they may 
stimulate the soft palate and produce a feeling of nausea. Apart from this, 
no other subjective symptoms occur. 

In the past, many forms of treatment have been advanced but none has 
proved effective in eliminating the condition. Recently, however, de- 
qualinium chloride, a synthetic antimicrobial compound, has become avail- 
able and this drug has been used successfully for the treatment of the con- 
dition. Dequalinium [decamethylene-bis-(4-aminoquinaldinium chloride); 
‘dequadin’] has been shown to have a wide antimicrobial activity in vitro. 
At low concentration it inhibits a considerable number of pathogenic 
bacteria, including gram-positive, gram-negative, penicillin-resistant and 
acid-fast bacteria. Similar activity has been shown against certain yeasts, 
notably Candida albicans (Babbs et al., 1956). It is used in the form of the 
chloride and is available in a number of different preparations for topical use. 

One of these preparations, ‘dequadin paint’, which is a 0.5 per cent. 
solution of dequalinium chloride in propylene glycol, was selected for the 
treatment of four cases clinically identified and confirmed by bacteriological 
investigation to be cases of black hairy tongue. It is interesting to note that 
in all cases no previous treatment with antibiotics had been recorded, and 
further, most of the cases had previously been treated by various methods 
and had failed to respond. 


CASE RECORDS 
Case 1.—A woman, aged 46 years, who had been receiving neither drugs nor 
antibiotics, was referred for advice and treatment of a black hairy tongue. The 
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condition had been present for three months. Her only complaint was of a sens.ition 
of ‘something at the back of her throat’ which made her swallow frequently. 

On examination.—The patient was edentulous, wearing full upper and lower 
acrylic dentures. The labial, palatal, and buccal mucosz were normal. The posterior 
half of the dorsum of the tongue was black in colour and there was marked prolifera- 
tion of the filiform papilla, typical of a black hairy tongue (fig. 1a). Routine radio- 
graphs of her jaws revealed no abnormality. 

A specimen of the scrapings off the dorsum of the tongue was sent for bacterio- 
logical investigation and the following report was received :— 

Gram-positive cocci + 
Gram-negative cocci + + 
Candida albicans + 

Treatment.—For two weeks the tongue was scraped daily and gentian violet 

applied. The patient was also given vitamin B complex and vitamin C. No improve- 





(a) (b) 
Fic. 1.—Case 1: (a) before treatment and (b) after treatment 
with dequalinium. 


ment resulted. This was followed by a course of creosote applications to the tongue 
and ‘pruvoral’ lozenges to suck for approximately one month, but again no change 
in the condition occurred. 

She was therefore then given applications of ‘dequadin paint’ to the dorsum of 
the tongue three times daily with a toothbrush, together with scraping. Within a 
month there was a marked improvement. The filiform papilla were assuming a 
more normal form and the black discoloration had almost disappeared. This progress 
was maintained for a further month but there was a partial relapse when the 
dequalinium was stopped. She was therefore given a further two weeks’ course of 
applications of dequalinium, and the condition cleared completely (fig. 1b), and 
there had been no recurrence when she was seen eighteen months later. 


Case 2.—A woman, aged 48 years, was referred for treatment of a black hairy 
tongue which had been present for seven months. The patient gave no history of 
having received drugs or antibiotics. 

On examination.—The patient was edentulous. Examination of the buccal and 
labial mucosz revealed no abnormalities. Anterior to the circumvallate papille 
the dorsum of the tongue was covered by a mass of hypertrophied filiform papillz. 
The affected area had a dark brown discoloration typical of a black hairy tongue. 

Treatment.—The patient was instructed to apply ‘dequadin paint’ to the affected 
area three times daily with a toothbrush. No other therapy was instituted. When 
seen a month later the condition had completely resolved and the lingual mucosa 
had assumed a normal appearance. The ‘dequadin’ was discontinued and no relapse 
occurred. 


Case 3.—A man, aged 41 years, was attending the outpatient department for 
follow-up treatment of a fractured mandible. It was noticed at one of his attendances 
that he had suddenly developed a black hairy tongue. Some six weeks previously 
he had had a short course of intramuscular penicillin during the active treatment of 
his fractured mandible. 

On examination.—The dorsum of the tongue was covered by a mass of black 
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hypertrophied filiform papillz (fig. 2a) and the patient complained that it created 
asensition of nausea. Further oral examination was negative. 

Treatment.—The patient was supplied with ‘dequadin paint’, with instructions 
to apply it to the dorsum of his tongue three times daily. Within two weeks there was 
adefinite improvement and after a further two weeks the tongue had almost returned 
to normal (fig. 2b). The ‘dequadin’ was discontinued and no relapse occurred. 


Case 4.—A man, aged 21 years, was referred by his dental surgeon for treatment of 
a black hairy tongue. According to the patient it had been present for at least three 
months but he had not sought treatment because it was symptomless. There was no 
history of the patient having received drugs or antibiotics. 

On examination.—The filiform papillz on the middle third of the dorsum of the 
tongue were elongated and the area was black in colour. Scrapings from the dorsum 
of the tongue were sent for bacteriological examination and revealed the presence 
of gram-positive and gram-negative cocci and Candida albicans. 

Treatment.—The patient was instructed to scrape his tongue and apply creosote 
three times daily. After three weeks there was little, if any, improvement. He was 





(a) ~ (b) 
Fic. 2.—Case 3: (a) before treatment and (b) after treatment 
with dequalinium. 


then supplied with ‘dequadin paint’, with instructions to apply it three times daily 
to the affected area of the dorsum of the tongue. When seen three weeks later the 
tongue was normal. The ‘dequadin’ applications were discontinued and there was no 
recurrence of the condition. 


DISCUSSION 

The successful treatment of black hairy tongue in the past has proved very 
dificult. Although this is only a preliminary report on the treatment of 
the condition with dequalinium chloride, the indications are that this drug 
will play an important part in its eradication. The fact that these cases of 
black hairy tongue have been successfully treated with an antimicrobial 
agent suggests that the condition is incited by micro-organisms, rather than 
resulting from systemic disturbances with the organisms found in the lesion 
of only secondary significance. 


SUMMARY 
Details are given of four cases of black hairy tongue which responded 
satisfactorily to local treatment with dequalinium chloride. 


Reference 
Babbs, M., et al. (1956): ¥. Pharm. (Lond.), 8, 110. 








SIMPLIFIED MEDICAL 
PHOTOGRAPHY 


By D. M. PRINSLEY, M.D., M.R.C.P.Epb., 
Deputy Medical Superintendent, Middleton Hospital, Ilkley 


A PHOTOGRAPHIC department is now regarded as essential in large hospitals, 
and there can be no doubt about its value. In private practice and in small 
hospitals, photographic records are equally valuable, and can be made 
available at little cost and without the services of a skilled photographer. 
With a 35-mm. camera and a few accessories, almost any feat of medical 
photography is possible. Clinical material can be permanently and visually 
recorded, slides can be made of charts and x-rays for lectures and demon- 
strations, operations and specimens can be photographed and photomicro- 
graphs can be produced. 


EQUIPMENT 
The entire equipment can be bought for less than £30. One of the cheaper 
35-mm. cameras costs {18 to £25. Three supplementary lenses for close-up 
work cost a few shillings each. A flash gun simplifies clinical photography, 
and a carpenter can easily make an x-ray copying stand. The construction 
of this piece of apparatus is illustrated in figure 1. 


The length is 3 feet 10 inches (116 cm.) and the width is 1 foot 5 inches (43 cm.). 
The light source is an old x-ray viewing box containing six 40-watt bulbs. The 
x-ray to be photographed is held between the two sheets of glass in the hinged frame 
which is large enoygh to take a film 17 inches x 14 inches (43 cm. x 35 cm.). The 
camera can be seen on a platform level with the centre of the frame, and the platform 
slides backwards and forwards along the two measured guide rails. 


Finally, a camera clamp is a most useful accessory, replacing a cumbersome 
tripod for the camera (fig. 2). 


METHOD 
The camera is loaded with 35-mm. colour film (indoor lighting). ‘There 
are 20 pictures on a roll and, when exposed, the cassette is posted to the 
manufacturers who develop the film, mount the pictures in cardboard 
slides, and return them by post within a few days. This service is included 
in the purchase price of the film. 

No particular skill is required in handling a 35-mm. camera. The view- 
finder gives a good idea of the resulting picture, and the choice of this is a 
personal matter to the photographer. The additional close-up lenses enable 
small lesions to be photographed in detail. Good results on colour film are 
obtained if the lighting is kept simple and constant for each type of subject. 
Clinical photography is done with flash bulbs. The operating theatre light 
alone is perfect for surgery pictures. The appropriate lens aperture and 
time of exposure for each type of subject will remain constant provided that 
the lighting is kept constant, and can soon be learned by trial and error. 
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Fic. 1.—Simple x-ray copying stand for photograph- 
ing x-ray films: (a) Stand with an x-ray film held 
in the glass frame in front of the viewing box. 
(b) Loading an x-ray film into the frame. ‘The 
metal locking stay has been released and the glass 
frame folded flat on to the base. (c) Lying flat, 
the frame is opened like a book and the x-ray film 
placed between the two sheets of glass. 


USES 
The lens aperture num- 
bers and exposure 
times which are given 
should provide a guide 
for most 35-mm. 
cameras. 

Clinical photographs. 
—All the advantages 
of colour are seen in 
clinical photography. 
Over-all pictures of a 
patient are taken using 
a flash gun with P.F. 
1 flash bulbs, lens aper- 
ture /.8, time 1/25th 
second. Close-ups of 
clinical details can also 
be taken by flash, but 
the use of two No. 1 
photo-flood bulbs 3 
feet (g1 cm.) from the 
subject is preferable: 
aperture /.5.6, time 
1/25th second. 

Operations.— Colour 
pictures of operations 
are beautifully clear, 
and detail can be 
studied at leisure. With 
the operating light over- 
head the best pictures 
are obtained with the 
camera pointing into 
the incision at an angle 
of 45°, thus catching 
the highlights of the 
viscera. Depth of focus 
is lost if the camera is 
too close. A distance of 
1 foot g inches (53 cm.) 
with aperture f.4 and 
time 1/5th second, gives 
good results. The 
camera can be fixed to 
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a drip stand in the theatre, and its position easily adjusted (fig. 2). The 
small amount of equipment keeps the surgeon in good humour. 
Photomicrography.—Perfectly adequate colour slides for projection c.n be 
made by photographing through the eye-piece of a monocular microscope, 
An ordinary microscope light is 
used. The mirror is removed from 
beneath the condenser and the 
microscope is tilted back until the 
tube is horizontal. The histology 
slide is focused and then the 
camera is positioned to bring 
the lens in contact with the micro- 
scope eye-piece. A pile of labora- 
tory forms makes an easily adjust- 
able camera platform. The lens 
mounting of the average 35-mm. 
camera will be found to corres- 
pond closely to the size of the 
microscope eye-piece, and a per- 
fect light-tight joint is not neces- 
sary. Set the camera focus at 6 feet 








(1.8 metres), aperture 7.5.6, time es oa 
1 second. ’ Fic. 2.—Camera attached to a drip stand 
X-ray slides.—The x-ray to be with a camera clamp. 


photographed is loaded intheframe 

as shown in fig. 1. Films smaller than 17 inches x 14 inches (43 cm. x 35 cm.) 
are placed in the centre and cardboard is used to obliterate the surrounding 
glass. Table I shows camera distances with each size of x-ray film to pro- 
duce a slide completely filled by the x-ray. 

When the photograph is taken with the x-ray illuminated from behind by 
the viewing-box, the room lights should be extinguished so that there are 
no reflections. Absolutely consistent results are obtained, and the only 
variations in the slides are caused by the quality of the original x-rays: 
lens aperture /.8, time 1 second. Black and white reversal film (Gevaert) 
is cheaper than colour film and can be used when a large number of x-rays 
are to be copied. Aperture and exposure are the same: aperture /.8, time 
1 second. 

Other uses of the camera will no doubt suggest themselves. Pathology 
specimens, diagrams and charts, and even case-history sheets can be photo- 
graphed easily on colour film and the small size of the record makes storage 
no problem. 


COST 
Film is not expensive and the cost of a slide in colour is less than a con- 
ventional black-and-white print. ‘Kodachrome’ costs 1od. a slide. If a 
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number of black and white subjects such as x-rays are to be photographed, 
the Gevaert ‘Dia Direct’ black-and-white reversal film can be used. This 
film is supplied in a cassette of 36 exposures costing 12s. 5d. and is processed 
by the manufacturers and returned by post as a length of film which must be 
cut. Double glass slides for mounting each piece of film cost less than 4d. 
each, so that a permanent glass slide can be made for 8d. 


DISCUSSION 
Valuable visual records can be made easily with only the minimum of 
photographic skill and equipment. Using 35-mm. colour film, all types of 
subject can be recorded on the same roll without reloading the camera. 








|  Supple- Setting of 
X-ray size Camera distance | mentary lens camera focus 
4} x 6} inches (12 x 16 cm.) | 114 inches (29 cm.) 3 dioptres 6 feet (1.8 m.) 


| (plus 3 lens) 
| 





63x 8% inches (16 x 21 cm.) | 25 inches (38 cm.) . dioptres 5 feet (1.5 m.) 
| (plus 2 lens) 


















































8 x10 inches (20 x 25 cm.) | 18 inches (46 cm.) 2 dioptres 15 feet (4.6 m.) 
(plus 2 lens) 

10 x 12 inches (25 x 30 cm.) | 22 inches (56 cm.) 1 dioptre 44 feet (1.3 m.) 
(plus 1 lens) 

11 x 14 inches (28 x 35 cm.) | 24. inches (61 cm.) I m= 5 feet (1.5 m.) 

12 x 15 inches (30 x 38 cm.) | 26 inches (66cm.)| 1 * 64 feet (2 m.) 

14 x17 inches (35 x 43 cm.) ! 30 inches (76 cm.) | x rs 10 feet (3 m.) 





TaBLe I.—Details for photographing of x-ray films. 


Clinical photographs in colour are so much better than black and white 
that any disadvantage of smallness can be ignored. Small pocket magnifying 
viewers are available for use in daylight. The full beauty of colour is seen 
when the slides are projected. It is possible to make black-and-white prints 
from the colour slides but this requires a certain amount of equipment. 
The principle is to put the colour slide in a photographic enlarger and 
project on to film of the required size. The film is developed, making a 
black-and-white negative. The negative is then contact printed on to 
photographic paper. 
SUMMARY 

The use of 35-mm. colour film for simplified medical photography is 
described. A guide is given for procedures with a miniature camera for 
clinical photography and copying records and x-rays. Details of a simple 
home-made copying stand are provided and operating costs are given. 


I would like to thank Mr. J. Dransfield, senior radiographer to Middleton 
Hospital, for his valuable help in discovering the best way to photograph x-rays, 
and Mr. Peterson and Mr. Lister, hospital engineers, who made the copying stand, 





GENERAL PRACTITIONERS’ FORUM 
OBESITY AND BODY WEIGHT IN GENERAL PRACTICE 


By JOHN J. McMULLAN, M.D. 


Leicester 


OBESITY is a common and dangerous condition. As well as a burden of fat, 
the corpulent carry an increased liability to disease and early death. The 
dangers are emphasized in the vast literature of the subject and translated 
into financial terms by the insurance companies. It is therefore surprising 
to find no reliable reports indicating how common this dangerous condition 





Percentage of standard weights 








| 70- | 80- | go- | 100- 110- | 120— | 130—| 140- 














Number of cases} 6 | 17 | 63 56 37 | 14 3 4 
Gross te i_— — | — — |— -—— 3 
Obese - — — | 1 6 | 6 | I I 
Doubtful — — |— |— | 2 4/-{i- 








Tasie I.—The weight, as a percentage of standard weight, and the 
incidence of obesity, in 200 male patients. 


is. The incidence of obesity is difficult to estimate because there are no 
objective criteria to divide the normal from the obese. Tables of standard 
weight are virtually useless, for they merely represent averages of a wide 
range of individual weights for sex, age, and height. They do not dis- 
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| 60- | 70- | 80- | 9O- | 100- 110—|120- 130-|140-|150- 160-|170-| 180- 


























Number of cases} 4 | 10 | 38 | 44 | 43 | 27/17] 6] 4] 4] 2/— I 
Gross ts — | — eiamtot at slat « 2|;— I 
Obese coal Gant Gent, Year Pd See 3) ri—|—|—|— 
Doubtful —|/—|—| 2] 3] 3} 2}-—|-—|-|-I|- — 














TaBLe II.—The weight, as a percentage of standard weight, and the incidence of obesity 
in 200 female patients. 


criminate between variations in weight due to bone and muscle and those 
due to fat. A heavily built man can be 30 to 40 per cent. over standard 
weight without being obese. 

The purpose of this article is twofold: (i) to report the incidence of 
obesity in unselected male and female patients seen in an urban general 
practice; (ii) to demonstrate the wide range of normal body weight and to 
show how the obesity observed is related to standard weight. 
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DEFINITION 

Obesity can be defined as a ‘condition in which the body contains an 
abnormally large amount of adipose tissue’ (Newburgh, 1942). This 
definition is of little practical value because estimation of body fat content 
is very difficult (Keys and Brozek, 1953) and it is impossible to decide 
7 what is a normal proportion of 
ad oe body fat. For the purposes of this 

| article obesity is defined as a con- 
dition in which the body contours 
are distorted by a diffuse accumu- 
| lation of adipose tissue. This de- 
| pends upon a concept of body 
contour which cannot be defined 
and which varies with taste and 
=— fashion. One observer can judge 
subjects consistently to indicate 
the incidence of obesity in a group. 
When such judgments are related 
to standard weight the inadequacy 
9 of weight alone as a criterion of 
— obesity is clearly demonstrated. 
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MATERIAL AND METHOD 
The subjects are 200 male and 200 
female patients seen in consulting 
a | hours during a continuous period 
70- 8 - 9- 100- 110- 120- 130- 140- in the autumn. All patients seen 

a ee between the ages of 20 and 69, 
Fic. 1.—Relationship between obesity and ; : 

body weight in 200 male patients. except pregnant women, were 
included. Three women, but none 
of the men, attended solely because they were being treated for 
obesity. Subjects were appraised by eye and classified as gross, obese, 
doubtful or non-obese. Points used to supplement general impression 
were rolls of fat under the chin, bull-neck and protuberant breasts or 
abdomen. They were then weighed and measured. Indoor garments were 
not removed. 























RESULTS 

The incidence of obesity in the series was 9 per cent. among the men and 
27 per cent. among the women. These figures include 1.5 per cent. of 
grossly obese men and 7 per cent. of grossly obese women. They do not 
include 3 per cent. of men and 5 per cent. of women who were possibly, 
but not certainly, obese. 

The relation between obesity and body weight is demonstrated in tables I 
and II and in figs. 1 and 2. The weight of the subjects is expressed as 











224 THE PRACTITIONER 


a percentage of the standard weight (100 per cent.) and the observed obesity 
in various weight-groups shown. Tables of standard weight used widely 
in this country are those of the Medico-Actuarial Mortality Investigation 
(1912). They are based on the weights of 221,819 male and 136,504 female 
standard lives accepted by 43 insurance companies in the United States 
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Fic. 2.—Relationship between obesity and body weight in 200 female 
patients. 


and Canada from 1885 onwards. For a number of reasons tables prepared 
by Kemsley (1950) are preferred here. They are based on a survey made 
in Great Britain in 1943 for the Ministry of Food of the weights of 27,500 
men and 35,000 women. 

In both sexes about half the subjects are below and half above standard 
weight. Had the American tables been used this would not have been so 
and some of the obese subjects would actually have been less than standard 
weight. The weights are distributed over a wider range above the standard 
than below and the total range is wider in the women. The correlation 
between observed obesity and overweight is greater in the women than in 
the men and is complete above 130 per cent. overweight. It is notable that 
eight women who were less than 10 per cent. overweight were judged to 
be obese. Among the men, only the group who were over 40 per cent. 
overweight were all obese. Two of the three in the 130 to 139 per cent. 
group were muscular men who were definitely not obese: one was a young 
miner. 

The age distribution and incidence of obesity at different ages is shown 
in tables III and IV. The age distribution of the population of England 
and Wales in 1954 is given for comparison. 
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DISCUSSION 
The value of any inquiry of this sort depends upon the inferences which 
can be drawn for other groups. In the absence of any contrary information 
it can be assumed that about 10 per cent. of men and about 25 per cent. of 
women who attend their doctor’s surgery are obese. These are potential 
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TaBLeE III.—The age distribution and incidence of obesity of 200 male patients. 


chronic invalids and should be offered the opportunity of reducing. Many 
would not succeed but some would be saved the complications of obesity. 
In particular, weight control during and after pregnancy is usually not 
difficult, often welcomed by the patient and valuable in avoiding toxemia 
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TaBLeE I1V.—The age distribution and incidence of obesity of 200 female patients. 


(Nixon, 1958): this alone would reduce the excess female obesity. The 
obese probably attend their doctor more often than others and the incidence 
of obesity reported here may be greater than in the population as a whole. 
Also the age distributions of the samples, though not widely different from 
those of the country at large, have some bias towards age-groups in which 
obesity may be more common. It must be emphasized that little is known 
about the over-all incidence of obesity, still less about its incidence at 
different ages. 

The United States Public Health Reports (1954) state that ‘there is no 
current information for the United States from which estimates of the 
prevalence of excessive accumulation of fat in the body can be drawn’. 
Reports of the incidence of overweight are given: they correspond roughly 
with the present figures but they do not help to determine the incidence of 
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obesity. Meiklejohn (1950) estimates that about 10,000 Edinburgh women 
are obese but he does not say how the estimate was made: this represents 
an incidence of about 5 per cent. In the present study 7 per cent. of women 
were grossly obese and it seems unlikely that frugality in Edinburgh could 
account for the wide discrepancy. No other reports of the incidence of 
obesity have been found in the literature. 

The wide range of body weight in the non-obese and the poor correlation 
between weight and obesity both reflect the fact that people are overweight 
for reasons other than obesity. The present figures show that weight alone 
is a poor criterion of obesity; it must always be supplemented by clinical 
observation. Examinations for military service, employment or life insurance 
should include a clinical opinion by the examiner on the presence or absence 
of obesity or the cause of any excess weight. Life insurance statistics show 
that those who are overweight have a reduced expectation of life (Armstrong 
et al., 1951). These statistics are based on criteria of weight and not of 
obesity. It seems certain that if those who are overweight due to muscular 
or bony development were excluded the mortality among the obese would 
be even higher than among those who are simply overweight. 

A decision to treat obesity should not be made on weight alone. Occasion- 
ally patients wish to conform to fixed standards of weight or dimension 
which are unsuitable to their build: diet cannot give the bulldog the lines 
of the greyhound. An attempt to reduce weight in the absence of surplus 
fat will result either in failure and frustration for patient and physician or 
in unhealthy emaciation. Conversely, those whose weight is little above 
average may be encouraged to lose surplus fat. The wide range of normal 
weight means that deviations from standard weight, either up or down, are 
not necessarily harmful. Changes in individual weight are much more 
significant. The magic numbers of weight tables, sometimes considered 
sacred, are good servants but poor masters. 


CONCLUSIONS 

(1) The incidence of obesity observed in a series of 200 male and 200 
female patients was g per cent. in the men and 27 per cent. in the women 
studied. 

(2) It is probable that 10 per cent. of men and 25 per cent. of women 
attending their doctor are obese. These patients should be encouraged to 
reduce: those who succeed will be spared the complications of obesity. 
Weight control during and after pregnancy is essential. 

(3) The normal range of body weight is wide. Those who are overweight 
are not necessarily obese and the obese are not necessarily overweight. 
Tables of standard weight alone are valueless in determining the presence 
or absence of obesity. 

(4) Clinical observation is required to determine obesity. It should be 
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employed in examinations to assess physical fitness and to decide the 


wisdom of attempts to reduce. 


I wish to thank Professor A. Kekwick, Dr. J. S. Richardson and my partner, 
Dr. J. M. Anderson, for their advice and criticism. 
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‘SIGMAMYCIN’ IN GENERAL PRACTICE 


By D. KELLEHER, M.B.E., M.B., B.S., D.Oxsst.R.C.O.G. 
London, S.E.20. 


‘THE complexity of therapy in bacterial infections was emphasized by Garrod 
in his Holme Lecture in 1953. The urgent undiagnosed case, and mixed and 
double infections, he considered to be indications for combined therapy. He 
suggested that other benefits which might follow administration of com- 
binations would be enhanced activity, prevention of toxic effects by using 
smaller quantities of each individual drug, and delay in the development of 
resistant strains. 

This report covers a trial in which ‘sigmamycin’ was used in a series of 
common infections met with in general practice. ‘Sigmamycin’ is a com- 
bination of oleandomycin and tetracycline in a ratio of 1:2, which has been 
used extensively in clinical practice (e.g. Shubin, 1957; Tato et al., 1957). 


SCOPE OF INVESTIGATION 
In this trial, all patients whose infection required an antibiotic for its 
eradication were given ‘sigmamycin’. This series includes mainly chest 
infections following the influenza epidemic in the autumn of 1957. All the 
patients were treated at home, and were followed up until clinical and/or 
radiological cure was demonstrated. A total of 81 patients was included in 
the trial. 

The usual dosage in adults was 250 mg. six-hourly for five days. The dose 
was altered in more severe cases to 500 mg. six-hourly for one or two days 
until clinical response enabled the dosage to be reduced. In children, the 
dosage was 125 mg. of ‘sigmamycin syrup’ six-hourly (one teaspoonful), 
with an initial loading dose of 250 mg. 
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RESULTS 

Acute bronchitis was treated in 26 adults and 15 children. These patients 
were labelled ‘acute bronchitis’ if, following a pyrexial illness, chest signs 
developed with purulent sputum. The majority of them were old ‘chronic 
bronchitics’ who developed an acute exacerbation of the condition following 
an influenzal type of illness. Of the 26 adults, 13 were in the age-group of 
65-80 years. The average dose was 5 g. spread over five days. Of the adults, 
nine were cured and in 17 there was an improvement in their general con- 
dition. Of the 15 children with acute bronchitis, whose ages ranged from 
4 months to 7 years, clinical cure was obtained in 11 and improvement in the 
remaining 4. The average dose was 2 g., and treatment was required for an 
average of three days. 

Pneumonia was encountered in 14 adults, 12 of whom were cured, one was 
improved, and one died. The death was of a man of 61 with acute or chronic 
bronchitis and bronchial asthma who had been under treatment with peni- 
cillin V, 250 mg. six-hourly. He made some improvement but relapsed with 
signs of broncho-pneumonia. He was put on ‘sigmamycin’, 500 mg. six- 
hourly, but died on the third day of treatment. 

Two children with broncho-pneumonia were treated. One cleared up satis- 
factorily on routine treatment. The other, following treatment for acute 
bronchitis, seemed to make a good recovery but relapsed and developed 
broncho-pneumonia. Home conditions were not satisfactory, and she was 
admitted to hospital where she made a good recovery. 

Six children with acute otitis media were cured. All these showed an 
inflamed tympanic membrane and constitutional signs. There was complete 
resolution without discharge from the affected ear. Tonsillitis was successfully 
treated in three children. Two adults with tonsillitis and two with otitis 
media also responded satisfactorily. 

Miscellaneous infections were encountered in 11 patients. These were 
furunculosis (5), breast abscess (2), acute pyelitis (2), thrombophlebitis of 
arm (1), and severe impetigo of face (1). Of these, nine were cured, and two 
improved. 

DISCUSSION 

The clinical response in the majority of patients receiving ‘sigmamycin’ 
was very satisfactory, improvement in the patient’s general condition being 
evident within twenty-four to forty-eight hours. Most of them required 
only five days’ antibiotic therapy. Side-effects from the drug in this in- 
vestigation were minimal. Loose stools were encountered in five adults and 
one child, but in only one case were the symptoms sufficiently severe for 
treatment to be discontinued. In these patients gastro-intestinal symptoms 
returned to normal following completion of the course of the drug. ‘Sigma- 
mycin’ is especially useful in general practice when the infecting organism 
is unknown, its isolation and sensitivities not immediately available, and 
the need for full broad-spectrum antibiotic coverage is essential. 
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SUMMARY 
(r) The use of ‘sigmamycin’ in 81 patients in general practice is reported. 
Fifty-seven of the patients had acute respiratory infections. 
(2) In 55 (60 per cent.) the results were very good or excellent. In 25 
(30 per cent.) they were good. 
(3) Six patients (7.5 per cent.) complained of looseness of the stools. 
This was the only side-effect encountered. 


I would like to thank Dr. W. J. Ledgerwood for his help in this trial, and Dr. W. 
Williams, of Pfizer Ltd., for making the supply of ‘sigmamycin’ available. 
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AIDS TO MALINGERING 


By JOHN SAPWELL, M.B., B.Cuir. 
Aylsham, Norfolk 


In the summer of 1944, when the conquest of Italy was well advanced, an 
interesting and novel form of propaganda leaflet was dropped over the allied 
lines. Its purpose was to encourage malingering amongst our troops, and 
detailed instructions were given on the simulation of a variety of diseases. 
It is highly unlikely that the pamphlet produced the desired effects, prob- 
ably it was regarded with amusement and mild interest. At least one copy 
was kept as a souvenir. The following is a precis which may be of some 
interest. Malingerers—in the true sense of the term—are not common in 
general practice in this country but, when they do crop up, they can be 
incredibly troublesome. 

In spite of the naiveté of the whole pamphlet, there is a certain shrewdness 
about the three general instructions:—(1) ‘You must make the impression 
as if you hated to be ill’. (2) ‘Make up your mind for one disease and stick 
to it’. (3) ‘Don’t say too much, exaggerate your symptoms, or mention the 
name of your disease’. The diseases to be simulated are divided into three 
categories:—(1) Minor troubles. (2) Troubles of a more serious nature. 
(3) Serious diseases. 


MINOR TROUBLES 
These are ‘recommended to those who need a few days’ rest, or who do not 
feel fit for a special action’. Among the conditions suggested are dermatitis 
artefacta caused by turpentine or scarification of the skin followed by the 
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application of petrol, the production of an iodide rash by the ingestion of 
large doses of potassium iodide, and the simulation of dysentery or enteritis 
with the aid of castor-oil beans. An acute but transient conjunctivitis 
(especially recommended for motor cyclists) can be produced by the intro- 
duction of powdered ricinus beans or dental tartar into the conjunctival sac, 


TROUBLES OF A MORE SERIOUS NATURE 

These are ‘recommended to those who think they need a thorough recovery 
from the hardships of war in pleasant surroundings with affectionate treat- 
ment and good food’. The application of a silver nitrate stick to the tonsils, 
followed by gargling with a strong solution of mustard or ginger is recom- 
mended to produce a plausible tonsillitis. Peripheral nerve palsy can be 
produced by sleeping with a tight ligature round the elbow or knee, but 
treatment must be kept up at night to ensure maintenance of the paralysis. 
Graves’s disease needs the ingestion of thyroxine tablets until the pulse rate 
exceeds 100, supported by the appropriate symptoms. Before reporting sick 
with symptoms of peptic ulcer, dried animal blood must be prepared and 
packed ready to swallow each night in order to ensure a positive occult blood 
test. Jaundice may be simulated by the ingestion of a gramme of picric acid, 
with digitalis to slow the pulse as premedication. 


SERIOUS DISEASES 

These are ‘recommended to all those who are fed up of war, and who would 
rather go back into civil life’. Heart disease is simulated with the aid of heavy 
cigarette smoking and premedication with digitalis to produce a digitalis 
effect in the electrocardiogram, supplemented by symptoms of dyspncea and 
angina on effort. The directions for the simulation of pulmonary tuberculosis 
are probably the most subtle of all, but cannot produce abnormal physical 
signs or radiological appearances. The production of a smoker’s cough should 
precede reporting sick with appropriate symptoms, and the subsequent 
request for a specimen of sputum must be supplemented by the addition of 
a small quantity of blood and smegma. 


HOW TO GET DRUGS 

The concluding advice on getting drugs available only on prescription is not 
flattering to the Italians, but typifies the old adage about all being fair in 
love and war. (1) “The Italians are cowards: rush into a pharmacy and say 
you must have the medicine at once. If you see the chemist is hesitating, 
take out your pistol and put it on the counter without saying a word. You 
will find that in most cases this proves very effective’. (2) “The Italians are 
corruptible: if necessary try with money. In Italy anything may be obtained 
for money’. The harmlessness of the measures suggested is emphasized, and 
the pamphlet concludes with the ‘Irishism’: ‘Better a few weeks ill than all 
your life dead’! 
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A GENERAL PRACTICE MISCELLANY 


December 17, 1958 


ELECTRONIC DEVICES 

Dr. D. G. French (Kidsgrove, Staffordshire).—The electronic instruments 
used in my practice are a tape-recorder, an electrocardiograph, and a 
cathode-ray oscilloscope, and we can dismiss the electrocardiograph at once 
as it is a standard machine with which nearly everyone is familiar. The 
special interest of the tape-recorder and the oscilloscope derives from the 
fact that they were made for me by two of my patients who are electronic 
engineers. The cost was thus a fraction of the corresponding commercial 
machines; otherwise I should have been unable to afford them, and much 
interesting and useful work would have been beyond my reach. 

The tape-recorder came first and is a most versatile instrument. Its chief 
medical use has been the recording of heart sounds. I have had this machine 
for nearly four years and during that time it has been altered and modified 
several times. Apparently quite small faults are sometimes difficult to cure. 
The most recent addition, which is not yet perfect, is a monitoring device 
by means of which one can hear what the recorded heart sounds will be 
like before the recording mechanism is switched on. 

The growing collection of records of heart sounds stimulated my interest 
in diseases of the heart, and I was encouraged by Dr. Peter Stock, the 
cardiologist, who then gave me an electrocardiograph. I have used this 
extensively and it produces high-grade results, but it is time-consuming as 
the paper must be developed in the dark room. Anyone who has done elec- 
trocardiography will know that a large proportion of electrocardiograms are 
normal. It seemed to me that if these normals could be filtered out in some 
way much time could be saved, but I could think of no other answer to 
this problem than the direct-writing electrocardiograph. I discussed this 
with one of my electronic engineering patients, and he collected information 
about circuits and general structure but concluded that it would be costly. 
The alternative he suggested was an oscilloscope and he already had a 
government surplus battery-operated cathode-ray ignition tester which 
could be converted. This was done with great skill and ingenuity, and it 
is now mains operated and functions like an electrocardiograph, providing 
information corresponding to the 12 normal leads (3 standard; 3 unipolar 
limb; and 6 or more unipolar chest leads). This information is obtained in 
about twelve minutes, compared with at least an hour-and-a-half, which 


February 1959. Vol. 182 (231) 








232 THE: PRACTITIONER 


includes processing, when the electrocardiograph is used. The oscilloscope 
is used solely to exclude normals; if I find any abnormality whatsoever the 
patient is asked to return for an electrocardiogram. Its greatest use there- 
fore is in coronary disease and coronary occlusion, in which the history is 
suggestive but where no abnormality can be detected clinically. The various 
arrhythmias and patently pathological hearts do not need to be screened 
in this way and are submitted to electrocardiography at the outset. 


THE M.R.C. GREY-WEDGE PHOTOMETER IN 
GENERAL PRACTICE 

Dr. T. S. Eimerl (Penketh, Lancs.).—During the 1939-45 War the Medical 
Research Council undertook a survey of the hemoglobin levels of different 
groups of the population, utilizing the Haldane method of estimating 
hemoglobin.. The results showed a variability so great—over 10 per cent. 
—as to make reinvestigation of the whole problem of clinical haemo- 
globinometry necessary. It was found that the older conventional methods 
suffered from serious drawbacks, attempting to assess two variables moving 
differently at the same time: in one method the presence of even a ‘small 
degree of colour blindness added to the variability of the results. The 
M.R.C. investigation showed that a new instrument was necessary: only 
one variable should be measured and this should be calibrated so that it 
could be read off directly in terms of percentage B.S.S. Haldane, where 
100 per cent. equals 14.8 g. hemoglobin per 100 ml. of blood. 

The visual instrument eventually designed can be used by unskilled ob- 
servers. It is portable and works on the principle of measuring the optical 
density of coloured solutions: in suitable conditions the optical density of 
a solution is directly proportional to the concentration of the coloured sub- 
stance it contains. This apparatus, the M.R.C. wedge photometer, can 
measure the amount of hemoglobin in blood, utilizing the derivative oxy- 
hzmoglobin at a fixed density of 0.5 per cent. The original work showed 
that 80 per cent. of the individual observations made were within 2 per cent. 
of the base line measured by iron analysis. No single observation showed 
an error greater than 5 per cent. Haldane from the ‘true’ value. 

The presence or absence of anemia measured accurately at the time of 
clinical examination is of value in the immediate treatment of many patients 
in general practice. A significant proportion of patients—estimated by many 
competent observers to be as high as one-third of all cases—present with 
symptoms due to anxiety, suppressed or florid: if it is possible to exclude 
anzmia at the time of examination attention can be directed elsewhere, and 
in many cases anxiety can be diagnosed with greater certainty. This possible 
cause having been excluded, division into two broad groups can be made :— 

(1) Women aged 20-50. The commonest conditions here are :— 


(a) Nutritional iron-deficiency anemia—the housewife’s syndrome. 

(b) Pregnancy iron-deficiency anemia. With this apparatus it is very easy to 
check the hemoglobin level at the time of antenatal examination: after taking the 
blood pressure and before the cuff is removed, it is easy to insert a small needle 
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attached to a dry syringe into a vein made obvious in the antecubital fossa. By the 
time the patient is dressed the hemoglobin has been accurately measured. 

(c) Blood loss of significant degree due to too frequent or too heavy periods. 

(d) The hypochromic anzmia, often unrecognized, of rheumatoid arthritis. 


(2) Adult and elderly males :-— 


(a) Angina, in which the presence or absence of anemia is important. 

(b) Traumatic blood loss. 

(c) Epistaxis: severe blood loss may go unrecognized, and severe anemia may 
affect treatment. 

(d) The silent bleeding duodenal ulcer in which the presence of severe anzmia 
is not unknown. An estimation of the hemoglobin taken at the time and com- 
municated to the hospital to which the patient is moved will be of material 
assistance. 

(e) Hemorrhoids, in which anemia of considerable degree may go unrecognized 
if there has been a continuing loss for some time. 

(f) Emphysema with chronic bronchitis. 


A list of the less common causes would include Addisonian anzmia, 
cirrhosis of the liver, splenic anaemia, leukemia due to drugs, industrial 
hazards including radiation sickness, the non-European with malaria. 
Malignant disease wherever sited may present with symptoms of anzmia. 

In conclusion, the advantages of being able to assess immediately and 
accurately, by a simple method, his patient’s hemoglobin will be self- 
evident—particularly to the country doctor. Even for those near to a 
pathology laboratory unnecessary journeys, costing the patient time and 
money, can be avoided many times. The initial cost of the apparatus may 
militate against its immediate acquisition (it is capital equipment, and so 
does not qualify for relief of tax), but once acquired its usefulness more 
than justifies this when spread over a working life of many years: the over-all 
cost, spread over twenty-five years, is less than a penny a day. 


TAPE RECORDINGS IN POSTGRADUATE EDUCATION 

Dr. John C. Graves (Writtle, Essex).—The general practitioner must rely 
for much of his postgraduate education on reading; and it is very easy for 
him to miss important advances in medicine—by unwittingly leaving out 
articles that do not interest him. Free discussion between colleagues in 
general practice is the best way to uncover gaps in knowledge, and to begin 
to fill them in. Recorded talks can help to encourage such discussion groups 
by providing half-an-hour’s lecture which the listeners can discuss. This 
is the basic idea behind the medical recording service of the College of 
General Practitioners. Such talks should be specially made for the purpose, 
by speakers (preferably with attractive voices) who can talk about the latest 
advances in their subjects in an informal way. A good talk should be pro- 
vocative rather than comprehensive and should incite listeners not only to 
argue, but also to follow it up by reading. Discussions on tape between 
groups of widely separated practitioners can take place and can help to 
break down feelings of isolation as problems are shared, and compared. 

Besides enabling listeners to hear famous speakers in their own home at 
their own time, sound recording can also do something that print cannot— 
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reproduce actual sounds: e.g. heart sounds, running commentaries, psychi- 
atric history-taking. There are enormous possibilities for postgrad ate 
education in such methods, especially if combined with visual material and 
backed by a balanced programme of reading. 


MYALGIA IN BORNHOLM DISEASE 
Dr. W. O. Williams (Swansea).—This paper is based on my experience 
of Bornholm disease in the last three years, and in particular during a 
study of 74 cases in an epidemic in Swansea in 1956. 

Onset.—The onset of pain was usually sudden and rarely heralded by 
any other symptom. Exercise, especially of the affected muscle, often pre- 
cipitated the pain but in some small children the pain would start while 
they were in bed, causing them to wake. In these children the pain was 
usually diaphragmatic in origin and was probably caused by an increase in 
respiratory exertion as a result of a rise in temperature which had occurred 
during the night. 

Character and severity.—The degree of pain was severe in 60 per cent., 
moderate in 30 per cent. and mild in only 10 per cent. More females 
suffered from a severe degree of pain than males (74 per cent. of the females 
and 45 per cent. of the males), but those who seemed to suffer most were 
children under 3 years of age. 

Duration.—The duration of pain varied from a few minutes in some to 
a whole day in others, and showed a characteristic tendency to recur after 
a period of remission varying from a few minutes to one or two days. One 
little girl, for example, ‘felt well enough to go bathing between her first 
two seizures of pain. 

Distribution—The diaphragm was involved in all patients except one, at 
some time or another during the course of the illness. The relative distri- 
bution of pains was as follows :— 


Subcostal and upper abdomen in 73 patients. 


Chest wall in 22 patients. 
Left shoulder in 2 patients. 
Right shoulder in I patient. 
Lower abdomen in 3 patients. 


Generalized aching of muscles in 1 patient. 

Migration of pain.—In 49 per cent. the pain showed a tendency either 
to become more localized or to migrate to another muscle. If the pain had 
originated in the diaphragm it rarely moved away, but pain from other 
muscles often moved to the diaphragm as the illness advanced. 

Physical signs.—The affected muscles were tender to palpation and there 
was a varying degree of protective spasm in the neighbouring muscles. 
Swelling of the muscles was not observed. 

Virology.—The Coxsackie virus Group B (type 3) was successfully iso- 
lated from the faeces of 15 patients. In two further cases in 1957 Coxsackie B 
type 1 was isolated from the feces. 

Treatment.—The treatment consists of bed rest and simple analgesics. 
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CURRENT THERAPEUTICS 
CXXXIV.—THE LESS VIRILIZING ANDROGENS 


By GEORGE L. FOSS, O.B.E., V.R.D., M.D. 
Clinical Assistant, Endocrine Clinics, United Bristol Hospitals 


In the last decade, with the considerable development of steroid chemistry, 
attempts have been made to alter the main structure of testosterone and 
related compounds in order to dissociate the anabolic from the androgenic 
effect. A group of substances has been prepared which have much less 
androgenic activity and a relatively high anabolic effect compared with 
testosterone. Testosterone, the naturally occurring male hormone, was 
synthesized in 1935, and since then it has been used extensively in clinical 
medicine, particularly for its androgenic or virilizing effect, and also its 
anti-cestrogenic action. But its anabolic properties have been known since 
1934 when it was found that injection into normal or castrated dogs of a 
male hormone extract of a medical student’s urine caused a retention of 
nitrogen (Kochakion and Murlin, 1935), and in fact it has been used for 
building up wasted muscles, retaining nitrogen in osteoporosis, or for growth 
stimulation. Although there has been no more efficient and complete sub- 
stitute for this hormone or its various preparations in male therapy, a major 
disadvantage is its strong virilizing effect when given to females or children 
of either sex before puberty. 

The prevention of catabolism and the enhancement of anabolism by 
comparatively non-toxic androgenic steroids would be of great clinical im- 
portance. In order to find promising anabolic agents for clinical trial, large 
numbers of these modified steroids have been subjected to screening tests 
with biological assays (Eisenberg and Gordan, 1950; Nimni and Geiger, 
1957; Selye and Renaud, 1958). Their ultimate assessment, to determine the 
freedom from virilizing activity in females and children, however, can only 
be made by clinical trial. Several of these anabolic steroids are available for 
clinical use and are described as ‘non-virilizing’. Nevertheless, all of these 
substances, if given in big enough doses or for a sufficient time, will produce 
some virilization. If this fact is appreciated, and the minimum doses are 
used for short periods, or intermittently, then they can become a valuable 
addition to hormone therapy. 


ANIMAL EXPERIMENTS WITH PROTEIN ANABOLIZERS 

By removal of the CH, radicle from position 19 of the structural formula of 
testosterone, the ‘19-nor’ steroids were formed. All the 19-nortestosterone 
compounds in which the hydrogen or the 17 carbon atom has been replaced 
by methyl, ethyl, propyl, butyl, vinyl, or ethinyl radicles have a relatively 
higher anabolic than androgenic activity measured on the levator ani and 
seminal vesicle of the castrated rat. 

Intramuscularly in 1-mg. doses, 17-ethyl-1g-nortestosterone (nor- 
February 1959. Vol. 182 (235) 
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ethandrolone; ‘nilevar’) showed the greatest myotrophic response. On 
oral administration it was found to be more effective than 19-nortestosterone, 
17-methyl-1g-nortestosterone, or methyltestosterone (Saunders and Drill, 
1956). Table I shows the androgenic and anabolic responses to various 
steroids in castrated rats (Saunders and Drill, 1957). Methylandrostenediol 

















Potency relative to | 
testosterone propionate | Potency ratio 
Compound | Anabolic/Androgenic 
Androgenic | Anabolic | 
| per cent. | per cent. | 
Testosterone propionate 100 | 100 | 1.00 
Testosterone 35 26 74 
Methyltestosterone 24 26 1.08 
Methylandrostenediol 5 i] 1.58 
Androstanolone 30 58 } 1.93 
Norethandrolone 7 104 14.85 





TaBLeE I.—-Androgenic and anabolic responses to various steroids in castrated rats. 


is a weak androgen and it is also a weak anabolic agent. Androstanolone has 
relatively high androgenic potency, whereas norethandrolone is about as 
weakly androgenic as methylandrostenediol], but its anabolic potency is 
equal to that of testosterone propionate. Selye and Renaud (1958) found 
that norethandrolone and methyltestosterone are almost equally active in 
preventing catabolism and soft-tissue calcification which normally occur 
following intoxication with dihydrotachysterol in the rat. 19-nortestosterone 
phenylpropionate (‘durabolin’), in comparison with testosterone phenyl- 
propionate, has an anabolic/androgenic ratio of 8:1 and it also has the 
advantage of a similar prolonged action after injection, but is not effective 
by mouth (Overbeek and de Visser, 1957). In man this figure is probably 
more like 12:1. 

When a fluorine atom and a hydroxyl group were introduced in the 
methyltestosterone radicle, a substance, gxfluoro-118-hydroxy-17-methyl- 
testosterone (fluoxymesterone), was formed which markedly increases the 
body weight of adolescent rats. In this animal it is claimed to have 20 times 
the anabolic potency of methyltestosterone by mouth, but unfortunately it 
also has 10 times the androgenic potency. A trial preparation, Ciba 17309, 
appears to have greater promise of a single anabolic effect and dissociation 
of androgenicity. In rats its anabolic potency is as great as that of testosterone 
propionate or norethandrolone. When tested for androgenic effect it was 
approximately 100 times less active than testosterone propionate, and 17 
times less active than norethandrolone in castrated rats. In the capon comb 
test it was 130 to 170 times less effective than testosterone propionate and 
70 to go times less than norethandrolone. 


OTHER ACTIONS 
In addition to their potent anabolic action and relative dissociation of 
androgenicity, some of these newer steroids have additional properties. 
Norethandrolone.—In female rabbits it has 10 times the progestational 











th 


We 





On 


one, 
rill, 
ious 


diol 





has 
t as 
y is 
und 
e in 
Scur 
‘one 
nyl- 
the 
tive 
ably 


the 
1yl- 
the 
mes 
y it 
309, 
‘ion 
one 
was 

17 
mb 
and 


of 
ies. 
nal 











CURRENT THERAPEUTICS 237 


activity of progesterone and inhibits ovulation in this animal as effectively 
as progesterone, and it is an effective antifertility agent in the female rat 
(Pincus et al., 1956). It inhibits the activity of cestrone on the uterus of 
mice, and in this respect is 70 times as potent as testosterone propionate and 
50 times as potent as progesterone, and it stimulates uterine growth in 
immature mice (Edgren and Calhoun, 1957). Kowalewski and Gouws 
(1957) showed that norethandrolone strongly stimulates the uptake of radio- 
active sulphur (S*) in healing fractures in rats, and they claim that it has a 
marked effect on the synthesis of chondroitin sulphate in the collagen tissue. 

Nortestosterone phenylpropionate.—This also has hysterotrophic effects in 
castrated rats and a progestational action on the rabbit (Overbeek and de 
Visser, 1957). 

Ciba 17309.—Progestational activity is virtually absent. 


CLINICAL FINDINGS 

Until about 24 years ago, when norethandrolone and nortestosterone phenyl- 
propionate became available, methylandrostanolone and methylandrostene- 
diol were the most widely used steroids with an anabolic effect and lesser 
androgenic action than testosterone or methyltestosterone. Swyer (1956) 
summarized the general consensus of opinion. Methylandrostenediol and 
methylandrostanolone are probably not as helpful as methyltestosterone 
for their anti-cestrogenic effect in gynecology, or for their use in climacteric 
disturbances. In female patients who are much underweight, nitrogen 
anabolism may occur after as little as 10 mg. daily of methyltestosterone, 
but 25 or 50 mg. daily of methylandrostanolone will be required. For 
growth stimulation in children, there was an advantage in using methyl- 
androstenediol or methylandrostanolone instead of methyltestosterone as 
there was slightly less risk of unwelcome virilization, and undoubtedly a 
considerable anabolic effect was obtainable. 

Androstanolone (Gellhorn et al., 1954) produced virilization in 21 out of 
26 women treated for breast cancer. In women with advanced breast car- 
cinoma, treatment with methylandrostenediol by daily injection of 100 mg. 
was abandoned by me after sixteen months, or much less in some, because 
(a) injection of microcrystals was very painful and led occasionally to gluteal 
abscesses ; (b) virilization occurred in 50 per cent. after four to six months; 
(c) there was no beneficial effect on bony metastases (Segaloff et al., 1952; 
Foss, 1952). McSwiney and Prunty (1957) have confirmed that methyl- 
androstenediol in doses of 200 mg. daily by injection, or 200 to 400 mg. daily 
by mouth, produced nitrogen retention, and it is agreed by most workers 
that this dose is androgenic. 

There is little doubt that a real advance in anabolic therapy has been 
made by the synthesis of the nortestosterone derivatives. McSwiney and 
Prunty (1957) found that a maximum protein anabolic effect was obtained 
by oral doses of 50 mg. daily of norethandrolone, and that smaller doses 
might well be adequate, but they also commented that this steroid was 
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androgenic in both the females and the hypogonadal males in their clinical 
trials, but that its effects were of a lower order than those expected of 
testosterone. Gordan (1957), too, has noted the stimulation of genital 
development in prepuberal boys with a dose of 1 mg./kg. of norethandrolone, 
but that half this dose was effective for increase of stature. Spencer e/ al. 
(1957) quote a report of Hermann and his colleagues, who gave 3000 mg. 
of norethandrolone over three months to 17 women with carcinoma of the 
breast and found that signs of virilization were ‘distinctly less’ than in 
patients receiving comparable doses of testosterone propionate over the 
same period. Martin and Wilkins (1958) used norethandrolone to stimulate 
growth in a pituitary dwarf, and after careful study over many months 
gained the impression that there was not sufficient dissociation between 
growth-promoting and androgenic effect to make the drug clinically useful. 

Other interesting metabolic effects of norethandrolone were reported by 
McSwiney and Prunty (1957). Calcium metabolism was less regularly 
affected. In general, calcium in the urine and feces tended to fall. Phos- 
phorus balance moved in a positive direction. Plum and Dunning (1958), 
in a series of experiments in cases of poliomyelitis, concluded that this 
steroid reduced the calcium excretion by 45.4 per cent., which exceeds the 
calcium-sparing effect of either testosterone propionate or testosterone 
in combination with cestradiol. A similar calcium-sparing effect was reported 
after nortestosterone phenylpropionate by Gerbrandy and Hellendoorn 
(1957). Prunty et al. (1958) found that with large doses of norethandrolone, 
50 to 100 mg. daily, there was a certain amount of potassium, sodium and 
water retention in some patients, but it is believed that these doses are 
unnecessarily large for a protein anabolic effect. 

Brooks and Prunty (1957) found that norethandrolone (50 to 100 mg. a 
day) could cause suppression of adrenocortical secretion, and it is possible 
that its remarkable anabolic effect may in part be due to a coexistent 
suppression of the normal catabolic adrenal hormones. Carter, Weisenfeld 
and Goldner (1958), however, using 30 mg. daily for 12 to 80 days in five 
patients, could not confirm these findings. With this dose there was a definite 
protein anabolic effect but no alteration in adrenocortical function as 
measured by the 17-hydroxycorticosteroid levels before and after stimulation 
with adrenocorticotrophic hormone. Other workers (Garcia, Pincus and 
Rock, 1958) have investigated the effects of norethandrolone on human 
ovulation and menstruation. When a dose of 5 to 50 mg. was given daily 
from the fifth to the twenty-fifth day of the menstrual cycle, ovulation was 
inhibited and pregnanediol excretion was below normal. No significant 
postponement of menstruation was noted with these doses. Prunty et al. 
(1958) found little evidence of suppression of gonadotrophins, even with 
large doses, of 100 to 150 mg. daily, of norethandrolone. Ferin (1957), 
confirming the animal experimental work, showed that norethandrolone 
when given to three odphorectomized women for five days after a pre- 
liminary priming dose of ethinylestradiol for twenty days, had a strong 
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progestational effect: 5 mg. of norethandrolone and 1 mg. of norethisterone 
appeared to be equivalent in this respect. Occasionally withdrawal bleeding 
may follow a course of norethandrolone in post-menopausal women, and 
menorrhagia, irregular menses, or amenorrheea have been reported in young 
women (Kory et al., 1957). 

The effect of this anabolic steroid has been investigated after operation 
or fractures, when normally the rate of protein catabolism is increased. The 
reversal of an otherwise regative nitrogen balance by daily injections of 
25 to 50 mg. of norethandrolone was achieved, when compared with a 
constantly negative nitrogen balance in controls injected with saline (Peden, 
Maxwell and Ohin, 1957). This finding, when taken in association with the 
animal experiments on uptake of radioactive sulphur in fractured bones in 
rats after treatment with norethandrolone, suggests an important applica- 
tion of anabolic therapy in orthopedic and general surgery. The use of 
nortestosterone derivatives for osteogenesis imperfecta may be of value in 
reducing the tendency to fractures, according to Koumans (1958), but 
the onset of precocious puberty in young boys may limit this application 
after prolonged treatment (Prunty et al., 1958). 

Plum and Dunning (1958) used norethandrolone to correct the negative 
nitrogen balance in subjects with spinal-cord lesions, acute motor neurone 
disease, or during strict immobilization. In addition to muscle wastage, 
there is considerable loss of calcium in the urine so that these conditions 
are normally complicated by osteoporosis and possibly pathological fractures 
and urinary calculi. Nine patients all severely paralysed, mostly quadri- 
plegic, were given a dose of 1 mg./kg. for three to nine months. There was 
a significant reduction in calcium and phosphorus loss. It was thought 
wiser to correct the nitrogen-calcium balance from the early stages rather 
than to try and treat advanced osteoporosis later (Henneman and Wallach, 
1957). 

A valuable and important indication for the use of these steroids is 
acute and chronic renal failure. McCracken and Parsons (1958) found that 
norethandrolone, in dcses of 80 mg. daily by mouth, in association with a 
protein-free diet dramatically reduced the rate of protein catabolism in 
obstetric patients with acute renal failure and, in fact, they suggest that the 
prompt application of this regime may largely eliminate the need for 
dialysis in the management of these patients. They reduced the production 
of urea by as much as 70 per cent. Gjorup and Thaysen (1958) found that 
50 to 100 mg. of norethandrolone, or 50 mg. weekly by injection of nor- 
testosterone phenylpropionate, in 10 cases of severe chronic renal failure 
increased appetite and induced retention of lean tissue, with a gain in body 
weight and an improvement in their clinical condition. They were given 
an increased protein intake and in no case did this increase the biochemical 
uremia: indeed, the most common immediate reaction was a decrease in 
blood urea and non-protein nitrogen. From their preliminary observations 
they concluded that the nortestosterone may break the vicious circle of 





240 THE PRACTITIONER 


progressive uremic intoxication and approaching cachexia in such patients. 
The ultimate prognosis naturally depends upon the possibilities of im- 
proving the underlying renal disorder, but this anabolic therapy may enhance 
the chances of adequate surgical or medical treatment of renal disease. In 
these trials virilizing side-effects were minimal, but progestational effects 
with occasional long-continued withdrawal bleeding were observed. 

It is claimed that nortestosterone phenylpropionate is useful in some 
cases of advanced breast carcinoma particularly with bony metastases, 
having the advantage of producing less virilization than testosterone (Van 
der Werff, 1958). 

Now that very potent steroids having a progestational effect, or a sup- 
pressant action on gonadotrophins, are available (norethynodryl, nor- 
ethisterone and norethisterone acetate), there is no justification for the 
general use of any androgenic steroids in gynecological conditions. 


APPLICATIONS 
Used with due caution, these newer protein anabolic steroids may be of 
considerable value for the following indications :— 

(1) Stimulation of growth in children or premature infants of either sex 
as a substitute for growth hormone which is not available. 

(2) The prevention or treatment of osteoporosis, particularly in the post- 
menopausal or senile woman. 

(3) The prevention or treatment of negative calcium and _ nitrogen 
balance in long-term surgery, fractures, and the recovery stage of severe 
burns. 

(4) The prevention and treatment of catabolic effects of long-term gluco- 
corticoid therapy. According to West (1958), there is no justification for 
the statement that prolonged corticosteroid therapy is protein catabolic 
and/or protein anti-anabolic without qualification as to dosage and the 
circumstances of the recipient, for example in patients with rheumatoid 
arthritis. Be that as it may, there are undoubtedly some patients who 
would benefit from additional anabolic steroids after intensive glucocorticoid 
therapy. There is a lot to be said for giving these anabolic hormones, 
instead of methyltestosterone, to women with Addison’s disease or pan- 
hypopituitarism, in addition to glucocorticoids. Similarly they are probably 
of value in cases of adrenalectomy or hypophysectomy. 

(5) Advanced carcinoma of the breast, particularly with widespread bony 
metastases in patients other than the senile group who usually do well 
with cestrogens. The success of this cancer chemotherapy, however, may 
depend upon the androgenic potency of the steroid used and not its effect 
on protein anabolism or calcium retention. In this connexion it must be 
noted that norethandrolone is an antagonist of cestrone-induced uterine 
growth in intact immature mice, with 70 times the potency of testosterone 
propionate. 

(6) A protein anabolic or anti-catabolic effect in muscle-wasting states such 
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as poliomyelitis, quadriplegias or in bedridden patients with decubitus ulcers. 
(7) The reduction of protein catabolism in cases of severe acute and 
chronic renal failure, and possibly to eliminate the need for dialysis in their 
management. 
(8) To relieve pruritus of obstructive jaundice. 


CONTRAINDICATION 
Carcinoma of the prostate is the only contraindication. As these steroids 
have some androgenic effect, it is inadvisable to risk stimulation of cancer 
growth in such patients. 
TOXIC ACTIONS 

The diminished, but nevertheless potential, virilizing action of these steroids 
has already been described, and here the nortestosterone compounds score. 
Norethandrolone has also progestational effects from which, in man, it is 
claimed that nortestosterone phenylpropionate is free. 

So far as I am aware, jaundice which occurs rarely after methyl- 
testosterone, has not been reported after methylandrostenediol, methyl- 
androstanolone, or nortestosterone phenylpropionate. In the relatively short 
time that norethandrolone has been available, however, at least 12 cases 
have occurred following its use, which is relatively a much higher incidence 
than that following methyltestosterone (Foss and Simpson, 1958). The 
jaundice is essentially non-hepatoxic but cholostatic, producing the picture 
of an obstructive jaundice. If it occurs, jaundice is an indication for 
immediate withdrawal of these steroids and recovery is usually fairly rapid. 
Sometimes therapy has been given again without repetition of jaundice. 
One death has been reported from this condition after methyltestosterone. 
The value of norethandrolone for the alleviation of pruritus is already 
established for obstructive jaundice (Sherlock, 1958) and is a calculated 
risk which must be accepted, as doses of about 1.5 mg./kg. are employed. 

Occasionally hypercalcemia may occur with most of these steroids, 
particularly when used in carcinoma of the breast with bone metastases, 
and the onset of vomiting and confusion should lead to investigation and 
immediate withdrawal of therapy. 


PRACTICAL ANABOLIC THERAPY 

In adult males injections of testosterone esters or tablets of methyl- 
testosterone or fluoxymesterone are excellent protein-anabolic agents, they 
are much cheaper and their greater androgenic effect does not usually matter. 
Even in older male children an excellent anabolic growth stimulant effect 
can be obtained by using small doses of 0.2 mg./kg. of methyltestosterone 
daily, and when used in intermittent dosage periods an undue androgenic 
effect can be minimized. 

The advantages of these new anabolic steroids are evident in the treat- 
ment of younger male children, and of females, adult or children, but 
although the incidence of virilization is much less, at least with the nor- 
testosterones, it must be appreciated that prolonged treatment or the use 
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of doses over 0.5 mg./kg. daily by mouth, or weekly by injection, may 
produce these unpleasant results. The oral dosage level of the anabolic 
agents used will depend upon the individual case requirements. For long- 
term treatment the minimum daily level should be used, for example 0.5 
mg./kg. or less of norethandrolone, 1 mg./kg. of methylandrostanolone or 























Approved or | Proprietary ae Basic N.H.S. 
chemical name name Maker Availability price 
Methylandrostenediol |Protandren  |Ciba 10-mg. tablets 248. 8d. per 100 
or methandriol linguets 50-mg. tablets 116s. per 100 

|Stenediol Organon 10-mg. tablets 245. 8d. per 100) 
50-mg. tablets 116s. per 100 
Methylandrostanolone |Androstalone |Roussel 25-mg. tablets 84s. per 100 
Androstanolone |Anabolex Lloyd-Hamol |25-mg. tablets 70s. per 100 





19-nortestosterone | 
phenylpropionate | Durabolin Organon 25-mg. ampoules} 21s. for 3 
or nandrolone | 





Norethandrolone |Nilevar Searle 10-mg. tablets 218s. 4d. per 100 
25-mg. ampoules} 64s. 4d. for 6 





Fluoxymesterone Ultandren Ciba 1-mg. tablets 66s. 8d. per 500) 
5-mg. tablets 310s. per 500 




















Methyltestosterone 5-mg. tablets 148. 4d. per 100) 
| 25-mg. tablets 67s. 4d. per 100 





Tas.e II.—Current prices of ‘non-virilizing’ androgens. 


androstanolone, and 1 to 2 mg./kg. of methylandrostenediol. Twice this 
dosage can be given for intermittent periods of one to two months and can 
then be withdrawn for a time, reduced or increased according to the 
response. There is a considerable individual susceptibility to virilization 
from all potentially androgenic steroids. 

Unfortunately, 19-nortestosterone phenylpropionate is only given by 
injection which limits its application in comparison to the orally active 
steroids. It has, however, advantages by virtue of its esterification which 
enhances its activity and duration of effect. In smaii children intramuscular 
injections of 4 to 10 mg. a week of long-acting nortestosterone phenyl- 
propionate are adequate for a protein anabolic effect, and maintenance doses 
if required can be given every fortnight. In adults, 25 to 50 mg. are sug- 
gested, at first weekly and then once a fortnight. Injection of nortestosterones 
may be necessary for a rapid action, for patients unable to swallow tablets, 
or for those who may not be trusted to continue regular oral therapy. 
It is essential that the intake of first-class protein and its adequate absorption 
be assured, and patients must be kept under regular observation to avoid 
toxic effects. 

It is too early to report on the clinical use of Ciba 17309, but preliminary 
studies (Wynn, 1958) have shown that an oral dose of 50 mg. daily (0.7 to 
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1.0 mg./kg.) will produce a positive nitrogen balance together with some 
slight sodium and potassium retention. No evidence of androgenicity has 
been observed so far with doses of 200 mg. daily for 4 weeks. 
Cost.—Adequate anabolic therapy with these new steroids is extremely 
expensive and should not be prescribed without experience, and then only 
for a precise indication. Current prices of ‘non-virilizing’ androgens com- 
pared with methyltestosterone and fluoxymesterone are shown in table II. 


I am indebted to Dr. A. K. Pittman of Ciba Laboratories Ltd., Dr. W. J. Tindall of 
Organon Laboratories Ltd., and Dr. G. R. Venning of G. D. Searle & Co. Ltd. 
for making available to me the most recent research reports on these steroids, and to 
Professor C. Bruce Perry for his helpful criticism. 
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PRACTICAL DIETETICS 
I.—LOW-FAT DIETS 


By PATRICIA E. TORRENS 


Chief Dietitian, Westminster Hospital 


THE normal dietary fat intake for an adult person is in the region of 80 to 
100 or more grammes a day. The amount of restriction required to provide 
a ‘low-fat diet’ varies with the disease in question, and with the patient's 
ability to tolerate fat of any kind. In some cases of infective hepatitis the 
total daily fat intake should not exceed 20 grammes, and such fat as is 
given must be in the most easily digested form. For many patients with 
cholecystitis a much milder restriction is adequate. In both of these con- 
ditions patients show great individual variations in their ability to cope with 
fats. 

In addition to restricting fat, certain other adjustments are necessary. 
As fat produces many more calories weight for weight than either protein 
or carbohydrate, a cut in fat will necessarily lower the caloric intake. If 
required, this can be remedied to some extent by the judicious use of 
glucose. This is less sweet than sugar, so more can be used without making 
the food sickly. Skimmed dried milk powder is another valuable product, 
helping to raise the protein in the diet without an increase in fat (not always 
an easy thing to achieve). Machine-skimmed, sweetened condensed milk 
may also be of use, and soluble powdered protein (e.g. Casilan or Prosol) 
can be used with fruit juice or skim milk. 

The following suggestions are for use where restricted fat intake is 
desirable. Before teaching patients about their diet it is obviously necessary 
to decide on the level of restriction and arrange instructions accordingly. 


‘FAT-FREE’ DIET 


Breakfast: (1) Porridge—made with water—served with syrup or treacle 
or Cereal with stewed fruit and glucose 
(2) Kedgeree (omit egg) 
or Grilled tomatoes on toast 
or Grilled white fish 
or Steamed smoked haddock 
(3) Crisp dry toast, bread or rusks with marmalade, jam or honey 
Tea or coffee—with skim milk 


Mid-morning: Fruit juice drink with glucose 
or Bovril or Marmite made with water 


Lunch and Selection from: 

Supper: (1) Clear soup (beef tea, chicken broth) 
Tomato juice 
Fruit juice 
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(2) White fish (steamed, baked or grilled—brushed with skim milk 
and breadcrumbs) 
Chicken (hot—or cold with salad) 
Very lean beef, lamb or veal 
Liver or kidney, stewed or braised 
Savoury rice or spaghetti 
Any vegetable cooked and served without fat 
Potatoes—boiled or baked in jackets 
(3) Sweets: Jelly 
Fruit—fresh, tinned or stewed with glucose 
Meringue and stewed fruit 
Boiled rice and syrup 
Pudding made from skim milk 
Tea: Sandwich of lettuce, tomato, Marmite, Bovril, honey, banana, skim 
milk cottage cheese 
or Dry toast or rusks with jam or honey 
Tea with skim milk 
Bedtime: As mid-morning 
Extras allowed: Fruit, glucose sweets, marshmallows, jelly sweets. (Salads may be 
dressed with vinegar or lemon juice) 
Additions which can be made to increase fat content of diet: 


I pint (570 ml.) whole milk = 20 grammes fat (approximately) 
I egg » @ 2 9 
4 ounce (14 g.) butter — “8 a od 
I ounce (28 g.) plain biscuits ,, 9 ae - 
I ounce (28 g.) Dutch cheese ,, 5 na me 


Foods with high fat content which should be avoided: 
All fried foods. Cooking fat, lard, margarine, dripping, suet 
Evaporated milk, cream, ice cream 
Cheese (other than skim milk cottage cheese and Dutch cheese) 
Cakes and pastries 
Fat bacon and ham, pork, duck, goose, sausages. Tinned meats 
Chocolate, toffees, fudge 
Nuts 
Fatty fish (e.g. sardines, herrings) 


GLUTEN-FREE DIETS 

These are often used in place of fat-free or low-fat diets for children with 
celiac disease, and are also of value for some adults with idiopathic 
steatorrhcea. A considerable amount of work has been done in connexion 
with this since 1950, when Dicke reported successful treatment of children 
with coeliac disease with a diet free from rye and wheat flours. It now 
appears reasonably certain that most children with this condition will 
benefit considerably from a gluten-free regime. They, and some adults 
with an inability to absorb fat, will regain normal fat metabolism with such 
treatment. 

In practice this type of diet means quite a departure from ordinary feeding, 
as it excludes all foods made from, or containing, wheat or rye gluten. 
Ordinary flour, bread, cakes and biscuits all come into this category. To 
simplify this as much as possible lists of foods to use and to avoid are 
given here. It will be noted that the cereal foods are those affected, whereas 
plain meat, fish, cheese, etc., are not restricted in any way. 


To be avoided.—All foods made from flour (bread, scones, cakes and biscuits), 
semolina, macaroni, spaghetti, ravioli, noodles, shredded wheat, Weetabix, puffed 
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wheat, packet blancmanges, custard powder, Horlicks, Ovaltine, Benger’s food, ice 

cream, ice-cream wafers, cake and pudding ‘mixes’, puddings containing flour, 

bread or cake-crumbs, pastry, filled chocolates, soups, sauces and gravies thickened 
with flour. Crisp-breads, Energen bread and rolls. Canned meat, meat and fish 
pastes, sausages. 

(N.B.—Certain makes of many foods on this list are suitable for use in a gluten-free 

diet. On request most manufacturers will readily supply information about their 

products.) 

Cereal foods allowed.—Rice, sago, tapioca, arrowroot, pure cornflour, Rice Crispies, 

cornflakes, sugar-frosted flakes, Oat Krunchies, barley, oatmeal, gluten-free flour 

(see ‘special foods available’). 

Other foods allowed.—Fresh meat of all kinds, bacon, ham, tongue, frozen and 

tinned meat (if not ‘prepared’). Cheese, eggs, milk and cream. Fish of all kinds. 

All fruit and vegetables. Jam, marmalade, honey, syrup, treacle. Sugar and glucose. 

Butter, margarine, lard, dripping, cooking fats, olive oil. Nuts. Tea, coffee and cocoa 

Special foods available 

(1) Gluten-free flour (pure wheat starch)—from Energen Foods Ltd., Willesden, 
London, N.W.1o. 

(2) Birkett and Bostock, Coronation Bakeries, Stockport, Cheshire, have a postal 
service for people requiring these special foods. They supply gluten-free bread, 
rusks, biscuits and shortbread to order, also Tendercake Dry-Mix for making 
bread at home. 


With these diets care must be taken to replace the excluded flour and the 
like with extra milk, meat and cheese. Unless this is done the daily intake 
may well fall short of requirements of calcium, iron and protein. This 
alteration could tend to make the diet expensive, but the cheaper types of 
meat and cheese are a help in avoiding extra expense. 


RECIPES FOR USE IN LOW-FAT DIETS 

(1) Stuffed tomatoes 
Cut a small ‘lid’ from the smooth end of each tomato. Remove pulp from inside 
with a teaspoon. 
Filling: Use minced lean meat or chicken, mixed with a little tomato pulp, 
chopped parsley, bread crumbs and seasoning. 
Fill each tomato, replace ‘lid’ and bake in a moderate oven for 15 minutes. 
Serve hot with vegetables, or cold with salad. 

(2) Savoury jellies 
Make some good stock from bones, or use very dilute meat extract. Use this to 
make a jelly with gelatin, season and allow to cool. 
Dice up any lean cold meat or chicken, add a little tomato or a few peas. Mix 
with the jelly and allow to set. Serve with salad of watercress and thinly sliced 
cucumber. 

(3) Kedgeree 
Cooked finnan haddock, 4 ounces (112 g.) 
Cooked rice, 2 ounces (56 g.) 
Cayenne pepper, nutmeg and salt 
Chopped parsley 
Bone fish carefully, and mix flakes with cooked rice ; season well and add chopped 
parsley. This makes a good breakfast or supper dish. 

(4) Savoury macaroni or spaghetti 
2 ounces (56 g.) macaroni 
One large tomato 
One small onion 
Pepper and salt 
Chop onion and cook with macaroni in boiling salted water. Dice tomato and 
add to strained macaroni and onion. Season and serve very hot. Minced meat 
can also be added, or the macaroni be served as a vegetable. 
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(5) Apple snow 
Two apples 
One egg white 
Sugar 
Stew apples with very little water. Beat with fork till smooth. Whisk egg-white 
till stiff and mix with apple pulp. Sweeten to taste. 
(6) Lemon whip 
1 pint (570 ml.) water 
2 lemons 
2 ounces (56 g.) semolina 
4 ounces (112 g.) sugar 
Grate rind of lemons into water—bring to the boil and sprinkle in semolina. 
Cook for five minutes and pour on to the lemon juice and sugar. Allow to cool, 
then whip till the mixture stiffens. Decorate with cherries. 


RECIPES FOR USE WITH GLUTEN-FREE FLOUR 
(WHEAT STARCH) 


Wheat starch bread 


Pure wheat starch I2 ounces (340 g.) 


Yeast I ounce (28 g.) 

Salt 1 teaspoonful 

Lard 4 ounce (14 g.) 

Milk and water (tepid) 12 fluid ounces (340 ml.) 
Sugar I teaspoonful 


Rub lard in to starch. Add salt. Cream yeast and sugar and add to lard and starch; 
then add milk and water. Mix thoroughly and leave above stove or in very cool oven 
to rise for exactly 20 minutes. Pour mixture into two greased one-pound loaf tins. 
Bake for 15 minutes at Regulo 5, then bake for 5 minutes at Regulo 7. Turn loaves 
out of tins, and continue to cook upside down on oven shelf at Regulo 7 for 15 
minutes more or until nicely browned. 


Wheat starch scones 


Wheat ‘starch 8 ounces (225 g.) 


Margarine or lard 2 ounces (56 g.) 

Milk 4 fluid ounces (110 ml.) 
Sugar 3 ounces (85 g.) 

Baking powder 3 teaspoonfuls 


Salt 4 teaspoonful 
Make as for ordinary scones and bake for 30 minutes in a quick oven. 


Wheat starch cakes 


Wheat starch 44 ounces (125 g.) 
Margarine 44 ounces (125 g.) 
Sugar 3 ounces (85 g.) 


Baking powder 1 heaped teaspoonful 
I egg 
Orange rind, grated 
Water to mix 
Make by creaming method. Bake for 30 minutes at Regulo 5. (Makes 18 small 


cakes.) 


Wheat starch biscuits 


Wheat starch 


8 ounces (225 g.) 





Sugar 4 ounces (112 g.) 
Margarine 4 ounces (112 g.) 
1 small egg 


Orange or lemon rind or vanilla to flavour 
Cream fat and sugar. Beat in the egg and add starch and flavouring. Force from 
pipe or put in small heaps on baking tray and cook at 250° F. (121° C.) for 15 
minutes. 











REVISION CORNER 


THE EXTENSOR PLANTAR REFLEX 


THE extensor plantar reflex was first described some sixty years ago by the 
French neurologist, Babinski (1857-1932). He observed that, whilst in 
health tickling or pricking the sole of the foot leads to brisk flexion of the 
toes, under pathological conditions it causes extension of the hallux, often 
accompanied by extension of the other toes, by dorsiflexion of the ankle, and 
by flexion at knee and hip. He commented that the movement of the exten- 
sion is more deliberate in appearance than the normal flexor response, and 
that unlike the latter, which is always most vigorous from the inner part of 
the sole, it is best obtained from the outer part. To this description there are 
a few other points to add. 


DESCRIPTION AND MODE OF ELICITATION 
The essential feature of the reflex is, of course, extension of the big toe as 
Babinski himself emphasized and, although this is commonly a slow and 
rather prolonged movement, it is not invariably so. Sometimes the extension 
is obvious enough, but rapid and quite brief, or consists of two or three 
quickly repeated upward flicks, or it may be of such small excursion and short 
duration that it is almost imperceptible. Or again, plantar stimulation may 
sometimes give flexor and sometimes extensor movement with separate 
strokes, a phenomenon often called ‘equivocal’, a term which should be 
understood to refer to the movements themselves, and not to qualify their 
significance, which is always pathological. In some cases along with dorsi- 
flexion of the big toe there may be fanning of the other toes, from contraction 
of the dorsal interossei. In general, actual extension of the smaller digits 
is seldom marked, nor is the movement of dorsiflexion of the foot and, 
although abrupt hip and knee flexion may occur as part of a voluntary with- 
drawal from too uncomfortable stroking of the foot, much movement at 
these joints of true reflex character is rare, except in advanced spastic 
paraplegia. When the extensor reflex is weakly developed, the only area from 
which it can be elicited is the outer part of the foot, and stimulation too 
medially placed gives an unhesitatingly flexor movement which may be 
diagnostically misleading. Further, when it is only feeble it often tires 
quickly, so that after one or two attempts at plantar stimulation (repeated 
only because the occurrence or direction of movement was not clearly seen), 
no further reaction is obtained until the pressure of the stroke is increased, 
which again is likely to cause flexion. As the extensor tendency strengthens, 
however, the field from which it may be aroused widens to include the whole 
sole, and later pricking, scratching or pinching the skin of the dorsum of the 
foot, the shin, and even the front of the thigh, can cause hallux extension, as 
may firm downward stroking pressure along the tibial ridge. It should be 
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noted, however, that hemisphere lesions never cause so large a sensitive area 
for the Babinski reflex as spinal lesions. 

In the ordinary way the sensitive zone lies within the lateral inch of the 
sole, from somewhere just behind the base of the fifth metatarsal to the 
region of its head. The exciting stroke should be made relatively lightly, 
preferably with a small bluntly pointed object such as the tip of a propelling 
pencil, or a pin if not too sharp. If the contact is made roughly, using too 
much pressure or causing pain from sharpness, the result is always value- 
less: either because a masking flexor reaction is obtained or because there is 
too violent voluntary withdrawal of the limb to interpret toe movement. 
Although it is usual to make the direction of the stroke from the heel for- 
wards, sometimes it is easier to get an extensor reflex by applying it in the 
reverse direction, and if this, too, fails to give a certain answer, stimulation 
of the edge of the foot rather than the sole is occasionally rewarding. In 
seeking the plantar reflex it is always essential that the leg muscles should be 
well relaxed, that the toes should be properly visible and that the sole should 
be fully accessible. In a soft or untidy bed where the foot tends to sink into 
the mattress or folds of sheet, it will often help to cross one leg over the 
opposite ankle to lift it clear. Although the ideal is to have the patient supine 
with lower limbs limply extended, this is not always practicable but, whatever 
the position of the legs, with a little trouble it should always be possible to 
make a satisfactory test. In this context, it should be said that the tempera- 
ture of the foot affects the plantar reflex; if it is cold no movement may be 
obtainable at all. Accordingly the reflex should be looked for at an early 
stage after uncovering the patient’s legs if the room temperature is low. 


SIGNIFICANCE 
Babinski said that his sign was an index of pyramidal disorder, an assessment 
which is still unexceptionable in practice in spite of some recent arguments 
to the contrary. The latter have partly arisen from critical experimental and 
clinical observations which have made it doubtful whether the pyramidal 
tract, as still conceived in anatomical textbooks, has a true existence or, if so, 
whether it subserves the functions which have been attributed to it in the 
control of voluntary movement. But to some extent they have also been 
based on misunderstandings over the usage of the term ‘pyramidal’, which 
can have several different meanings, for physiologist, anatomist, and clinical 
neurologist. In everyday neurology, it is a word used in a purely empirical 
manner to indicate briefly a particular confederacy of physical signs regu- 
larly met with in disease of the brain or spinal cord. Developed in full, this 
confederacy consists of impaired facility of movement of mouth, hand and 
foot—those parts of the body which have the greatest natural repertory of 
movement; weakness or paralysis which may take a monoplegic, hemiplegic, 
paraplegic or tetraplegic distribution, without evidence of muscular wasting; 
increase in muscle tone felt in passive movement of the limbs; exaggeration 
of tendon reflexes, with or without clonus; depression or absence of the 
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superficial abdominal reflexes; and lastly, the sign of Babinski on one or both 
sides. These signs may all be present, or appear in partial combinations, and 
to refer to them collectively as ‘pyramidal’ is merely a verbal convenience 
which avoids detailed description, just as speaking of ‘pulmonary collapse’ 
avoids the need to list a congeries of physical signs. Used in this sense it will 
be appreciated that the expression does not carry any overtone of assumption 
or predication about the pyramidal tract as a physiological or anatomical 
entity. 

Moreover, whatever the case may be with the other elements of the 
clinician’s pyramidal syndrome, the evidence from complete spinal transec- 
tion has for long made it plain that damage to the actual pyramidal tract can 
only be related indirectly to the extensor plantar reaction. Acute transverse 
lesions of the cord, whether accidental in man or deliberate in the higher 
apes, are well known to be followed by an initial period of spinal shock during 
which the plantar reflex is completely in abeyance. There is then a second 
stage during which plantar stimulation gives clear flexor responses, and the 
third phase of undeviating and permanent extensor reactions is only estab- 
lished after a few days (commonly about a week) as the intrinsic reflex 
activity of the isolated caudal segment of the spinal cord declares itself 
in full. 

This train of events indicates that the plantar reflex, whether flexor or 
extensor, is primarily dependent upon a local spinal neuronal chain, whose 
excitatory behaviour is open to modification by the presence or absence of 
nerve impulses descending from brain, brain-stem, or higher levels of the 
cord itself. Although its precise mechanism is still unknown, and is no doubt 
complex, ignorance about its anatomical substrate, and scientific uncer- 
tainty about the place and function of the pyramidal tract in the conveyance 
of descending influences upon it, do not in any way detract from the im- 
portance of the plantar reflex as a guide to the functional integrity (or 
otherwise) of the central nervous system. 


CLINICAL CORRELATIONS 
Any lesion in the cerebral hemisphere is capable of causing a contralateral 
extensor plantar response. It is likely to appear at an early stage if the leg 
area of the motor (Rolandic) cortex is primarily involved, either by com- 
pression from extrinsic tumour, such as parasagittal meningioma, or by 
destruction from intrinsic tumour of the convexity, either glioma or metas- 
tasis. Lesions so situated are liable to present with a greater or lesser degree 
of weakness of the opposite lower limb, perhaps with associated postural 
loss and other signs of cortical sensory deficit; focal fits beginning in the leg 
are a common concomitant. Similar crural monoplegia with an extensor 
plantar is also a characteristic feature of thrombosis of the anterior cerebral 
artery, whose territory of supply includes the upper extent of the Rolandic 
zone. Or it may be part of a hemiplegic picture from intrinsic tumour 
causing diffuse damage to the whole motor area, or affecting the projection 
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fibres of the latter in the subjacent white matter. More remotely placed 
tumours, in frontal, temporal or occipital lobe, also come to produce an 
upgoing toe at a relatively later stage from general distortion and com- 
pression of the hemisphere. Usually this is contralateral to the neoplasm, 
although it must be noted that some frontal tumours cause ipsilateral hemi- 
paresis and extensor plantar from shift of the brain-stem indenting the 
opposite cerebral peduncle at the tentorial foramen. 

Blockage of the middle cerebral artery by thrombus or embolism, or 
intracerebral hemorrhage from an aneurysm on its course, gives rise to a 
unilateral extensor reflex, commonly along with other signs, as do bleeding 
or thrombosis of small vessels to the internal capsule, or clotting within the 
internal carotid artery itself. Again, a solitary frontal abscess (sinogenic), a 
temporal abscess secondary to acute middle-ear infection, or a metastatic 
abscess can all do so. Bilateral extensor responses are a common sub- 
terminal sign of a cerebral tumour which has advanced to tentorial pressure 
coning, and single or double extensor responses are, of course, encountered 
in many types of degenerative brain disease, whether primarily demyelinat- 
ing (e.g. Schilder) or affecting cortical cells (Pick-Alzheimer; syphilitic 
general paralysis), and in acute encephalitis of virus origin, or toxic en- 
cephalopathy. It is also the usual signature of unconsciousness from simple 
concussion, and its delayed appearance after cranial trauma is a familiar 
mark of complications such as extradural hemorrhage from tearing of the 
middle meningeal artery, or subdural hematoma from venous rupture 
whose diagnosis is so often a teasing problem in the elderly in whom no 
clue of recent head injury points it out. 

Intrinsic brain-stem lesions, whether neoplastic (glioma), angiomatous 
vascular anomaly, viral inflammation, damage from nutritional deficiency of 
Wernicke type, plaques of disseminated sclerosis, the bulbar palsy of motor 
neurone disease or arteriosclerosis, syringobulbia, or thrombosis affecting 
the basilar artery or its branches, are all capable of causing an extensor sign, 
unilateral or bilateral, with other evidences of motor and sensory long-tract 
and cranial nerve dysfunction, patterned according to the site of the morbid 
attack. Less often, an extensor response of brain-stem origin means com- 
pression by an externally lying mass: for example from cerebellar tumour or 
abscess, auditory neurofibroma, the rare posterior fossa meningioma, or 
even a large basilar aneurysm. 

As to the spinal cord, again the many lesions which afflict it often cause a 
Babinski sign. An early episode of disseminated sclerosis may leave no 
sequel but a persistent weak extensor on one or other side. It is seen bi- 
laterally with subacute combined degeneration, and may clear if treatment 
with cyanocobalamin is begun early enough, when cord damage is still 
reversible. Extensor responses are, as a rule, a late phenomenon in motor 
neurone disease and syringomyelia. Intrinsic vascular lesions, such as 
thrombosis of the anterior spinal artery, syphilitic or otherwise, and angioma 
which may result in bleeding (hamatomyelia), are rarely seen, but can 
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present either with sudden complete ablation of cord function, or a Brown- }% - 
, . . . ° ° mi 
Séquard picture of semisection. Compression by an intramedullary tumour, f then 
or extrinsic meningioma or neurofibroma, gives extensor responses, and so, { full « 
of course, does metastasis in the extradural space, the commonest form of | ™ hs 
° . . repes 
spinal neoplasm, always easy to recognize because vertebral pain and ten- me la 
derness, and often simultaneous root pain, is a severe and regular accom- in th 
paniment. Extradural abscess, blood-borne from a seemingly trivial boil or | “#" 
septic cut, often leads, like fracture dislocation, to an initial phase of spinal 
shock during which the response may be flexor, only turning upwards as_ | pyg 
reflex activity is established below the level of the insult. Virus myelitis is | Quz 
an occasional cause, and from middle age onwards, cervical spondylosis — | deve 
with resultant cord interference is often provocative of single, or usually 4a 
double, extensor responses. In considering spinal neurological disorders it} pher 
is important to remember that the cutaneous innervation of the outer part | happ 
of the foot is from the first sacral nerve root, and that an extensor reflex can “a 
only result from cord damage at levels above its inflow; i.e. from the fifth tells 
lumbar segment (which lies opposite the eleventh thoracic vertebral body) | duri 
and upwards. 
Finally, to add to this conspectus of structural neurological diseases which ‘ani 
cause an extensor reflex, there are a number of conditions in which a bio- mun 
chemical lesion is the underlying factor. These are states, some reversible _ 
. . . . . Re] 
and some not, in which the nervous economy is upset from a primarily ‘stin 
extraneural source. Thus, bilateral upgoing toes often attest the coma of smel 
insulin overdosage, of uremia or hepatic cirrhosis, or occur in spontaneous — 
carbon-dioxide intoxication which sometimes complicates the late stages of but 
chronic respiratory disease, from the complex electrolyte changes and fit 
cerebral hypoxia of heart failure, under general anesthesia and in coal-gas a 
or barbiturate poisoning. give 
MICHAEL JEFFERSON, D.M., M.R.C.P. REP 
Consultant Neurologist, Queen febr 
. . ° . som 
Elizabeth Hospital, Birmingham. moe 
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NOTES AND QUERIES _ 
ther 
Combined Antibiotic Therapy is given at the same time as penicillin the ree J “7 
5 ys sultant effect may be less than when either | °° 
Query (from a reader in Egypt).—Is there any antibiotic is used alone in equivalent doses. In prot 
contraindication to the use of penicillin and the case of these two particular antibiotics there B 
chloramphenicol at the same time when labora- is no convincing evidence that these considera: | "2 
tory facilities for the idenaification of the type tions apply to the treatment of disease in man. | ™" 
of organism are not available: There is equally no good evidence that, except | P&' 
Repty.—Penicillin is bactericidal; it is most in the case of the tubercle bacillus, combinations | °C 
effective when the organisms with which it is of antibiotics diminish the likelihood of the | “ ™ 
dealing are dividing rapidly. Chloramphenicol emergence of resistant strains of bacteria. The 
produces bacteriostasis and there is evidence patient is, however, exposed to the sensitization os 
from in vitro and animal experiments that if it and other side-effects of two substances instead | °°" 
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NOTES AND QUERIES 


of only one. In general it is better practice to 
make 2 provisional diagnosis and to administer 
the most appropriate chemotherapeutic agent in 
full doses. If, after forty-eight hours, there is 
no clinical response the procedure may be 
repeated with an alternative substance. When 
no laboratory facilities are available it is possible 
in this way to use antibiotics as an aid to 
diagnosis. 

E. J. WAYNE, M.D., F.R.C.P. 


Bromidrosis Following Mumps 
Query.—A male patient of mine, aged 32, has 
developed a general hyperidrosis and bromi- 
drosis since a clinically uncomplicated mumps 
18 months ago, which I treated with chloram- 
phenicol. He enjoys his work and is domestically 
happy. Like most professional types he has been 
liable to develop a sort of anxiety state since he 
bought his new house 19 months ago. His wife 
tells me (and he agrees) that his ‘sweating’ 
during his mumps had a ‘most peculiar smell’ 
quite unlike any other ‘smelly sweat’ that she 
had previously encountered; it was more 
‘rancid’. He never sweated profusely before his 
mumps, but he may now bath, put on clean 
underclothes, cycle or work in the garden for 
15 minutes and come in drenched in sweat and 
‘stinking’ with that same peculiar ‘mumps 
smell’. I can appreciate that it could be coinci- 
dental that a subclinical anxiety state could have 
developed when (18 months ago) he had mumps, 
but the piece of the jig-saw puzzle that will not 
fit in is the agreed ‘fact’ that his bromidrosis 
smells of mumps! 

I should be grateful for any advice you can 
give me. 
RepLy.—Sweating is a normal feature of most 
febrile illnesses, and it is not at all unusual for 
some patients to sweat profusely after quite 
moderate exertion, or even ‘spontaneously’ 
when they recover from a fever. This was a 
relatively common experience among conva- 
lescents during last year’s pandemic of Asian 
influenza, but this tendency to hyperidrosis 
does not usually last very long. It would seem 
therefore that your correspondent’s patient is 
unusual in this respect and the evidence would 
seem to point towards his anxiety state as the 
probable cause of his hyperidrosis. 

Bromidrosis (or body-odour in the ver- 
nacular) is neither peculiar to, nor a particular 
manifestation of, mumps; indeed it is not 
peculiar to any disease and may (and often does) 
occur in perfectly healthy subjects. Although it 
is more likely to be met with in those whose 
personal hygiene is poor, it is by no means con- 
fined to such and is sometimes the distressing 
complaint of those whose personal hygiene is 
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above reproach, not to say fastidious. The un- 
pleasant smell of perspiration in these indi- 
viduals is always due to changes which occur in 
the sweat after it has been shed on to the 
surface of his skin. Freshly secreted sweat is 
always odourless and the smell results chiefly 
from the production of butyric and isobutyric 
acids by saprophytic organisms present on the 
skin of the individual. Certain strains of the 
normal saprophytes on the skin are capable of 
breaking down some of the lipids in sweat and 
sebum into these unpleasant-smelling fatty 
acids, and the way to deal with the problem of 
bromidrosis is to attempt to change the flora of 
the patient’s skin by local applications of anti- 
bacterial agents. I have found that a 1 in 1000 
suspension of tyrothricin serves admirably for 
this purpose, but the patient may also achieve 
the same result by using 1% cetrimide instead 
of soap. Other local antibacterial agents, includ- 
ing topical antibiotic agents, may be tried in the 
more resistant cases. It is quite possible that 
the administration of chloramphenicol during 
the course of this patient’s mumps may have 
altered his skin flora so that ester-splitting 
organisms predominated and he was left with 
bromidrosis as a result. 

To sum up:— 

(1) There is no smell peculiar to mumps. 

(2) His bromidrosis may have followed change 
in his skin flora produced either (a) spon- 
taneously or (b) by chloramphenicol. 

(3) His hyperidrosis is part of his anxiety 
state. 

E. J. MOYNAHAN, F.R.C.P. 


BCG Vaccination 


Query (from a reader in Southern Rhodesia).— 
(a) Is it perfectly safe to give BCG to a pregnant 
woman? 

(b) What is the recommended age for giving 
BCG to infants and young children? 
Rep_y.—(a) It is perfectly safe to give BCG to 
a pregnant woman. In practice, however, preg- 
nancy is usually avoided because the tuberculin 
test may not be reliable at this time. 

(b) The recommended age for giving BCG 
to infants is about one week. There is no harm 
in vaccinating a baby at birth, but if a marasmic 
baby dies subsequently the vaccination may be 
unjustly blamed; it is wiser to wait until it is 
obvious that the baby is normal and healthy. 

There is no recommended age for young 
children; the decision depends entirely upon 
the circumstances. In Great Britain the greatest 
risk of tuberculosis lies in adolescence; BCG 
vaccination is therefore particularly directed to 
the beginning of this period and vaccination is 
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offered to all 13-year-old children. When tuber- 
culosis is rife all negative-reacting children 
should be vaccinated as early as possible. 

K. NEVILLE IRVINE, D.M. 


Breast Feeding 
Query (from a reader in Pakistan).—(1) When 
a new-born baby gets intestinal colic due to high 
acidity of the mother’s milk, all our classical 
routine treatment often fails and the baby dies. 
Surely a better approach would be to treat the 
mother in order to lower the acidity of her 
breast milk; if so, what is the best course of 
treatment for the safety of her future babies? 
(2) If a mother is suffering from an attack of 
typhoid fever, is there any risk of the trans- 
mission of infection through the milk? 


Rep_y.—(1) The hydrogen ion concentration of 
human milk has been found to vary between 
7.0 and 7.6 with a mean of 7.2. There is very 
little variation in the degree of acidity or alka- 
linity in normal human milk and it is most 
unlikely that, even in exceptional circum- 
stances, there is any marked difference. Human 
milk is buffered by proteins, citrate, phosphate, 
and bicarbonate. Buffers are substances which 
have the capacity to conserve the pH of the 
milk and it is these substances which prevent 
the acidity or alkalinity of milk from varying to 
any extent at all. Fresh normal cows’ milk is 
more acid, with pH on the average of 6.6. It is 
most unlikely that the belief that a baby’s 
intestinal colic is due to the acidity of the 
mother’s milk has any basis in fact. It is cer- 
tainly not a condition described or met with in 
this country or, so far as can be ascertained, 
elsewhere in the world. It is much more likely 
that the intestinal colic of the baby is due to 
some other condition, such as intestinal in- 
fection. 

(2) Breast milk can contain bacteria if the 
mother is suffering from a bacteriamia or septi- 
cemia and, at one time or another, most of the 
more commonly found bacteria have been iso- 
lated from breast milk. It is quite possible that 
typhoid bacilli would be transmitted to a breast- 
fed baby through the breast milk. The risk, 
however, is much less than the risk of the baby 
catching typhoid fever through transmission 
from the mother’s hands or through close con- 
tact with her in other ways. It is therefore 
evident that a baby should be isolated from the 
mother if she is suffering from typhoid fever 
and, as it is unlikely that she would be able to 
keep her milk supply going for long, it is 
probable that the baby would have to be weaned 
on to artificial feeding. 

A. P. NORMAN, M.D., F.R.C.P. 
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Treatment of Cerebral 
Thrombosis 

Query.—A 55-year-old male has had a cerebral 
thrombosis. Is it advisable to institute treatment 
for lowering the blood pressure, which js 
210/120 mg. Hg? If so, what is the maintenance 
level? 

Has prednisolone any beneficial action in 
shortening the period of paralysis? If so, in what 
dosage? What is the latest date after the attack 
that it is worth while to institute this or any 
other drug therapy? 


Rep._y.—If the patient’s cardiac and renal func- 
tions are satisfactory it might not be necessary 
to institute hypotensive treatment, so far as the 
cerebral state is concerned. There is a conflict 
of needs in these cases because although, from 
a general medical point of view, it might be 
wise to lower blood pressure the patient may 
well need such a level to maintain flow through 
diseased cerebral vessels, and a good deal of 
harm can be done by lowering pressure un- 
necessarily. In cases of this sort it is wiser to 
think in terms of blood flow rather than blood 
pressure: alone. 

The next point is to consider which vessel is 
thrombosed. If it is one of the large branches 
of the carotid system such as the middle cerebral 
the use of anticoagulants is not indicated. If, 
however, it looks as though the carotid artery 
itself is occluded there is much to be said in 
favour of using them for they will facilitate flow 
through collaterals from the other side or the 
basilar system. I do not consider there is any 
evidence that the cortisone preparations hasten 
restitution of cerebral function and I do not 
use them in such circumstances. 

DENIS WILLIAMS, C.B.E., M.D., F.R.C.P. 


Three Obstetric Problems 


Query.—I should be grateful for an expert 
opinion on the following obstetric points :— 

(1) What, if any, are the advantages of a 
Jateral over a central episiotomy? 

(2) Approximately how much lignocaine hy- 
drochloride (1%, plain) is required to produce 
anesthesia for episiotomy, and approximately 
how long does anesthesia last? 

(3) Is one justified in giving intravenous ergo- 
metrine in post-partum hemorrhage with re- 
tained placenta? 


Rep_ty.—(1) The advantage of a lateral episio- 
tomy is that it can be so placed that in the event 
of the incision extending it will not involve the 
external sphincter of the anus, A central episio- 
tomy can readily and quickly extend to involve 
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NOTES AND QUERIES 


the sphincter and anal canal to produce a third- 
degree tear. 

(2) 20 ml. of 1% lignocaine hydrochloride 
with 1:100,000 adrenaline spread well about at 
the site of the proposed episiotomy. The addi- 
tion of adrenaline prolongs the action of the 
lignocaine (in the quantity suggested up to one 
and a half hours) and, because of the slower 
absorption, decreases the toxicity. 

(3) Yes. Intravenous ergometrine should 
always be given in cases of post-partum hemor- 
thage associated with a retained placenta. Given 
in this way, ergometrine will stop bleeding and 
may save a patient’s life. It is our practice when 
the Flying Squad is called for such patients to 
ask the doctor to give intravenous ergometrine 
so that there will be no further loss pending the 
arrival of the squad. 

W. HAWKSWORTH, 0O.B.E., M.B., F.R.C.S., 
F.R.C.O.G. 


Treatment of Frigidity 

Query (from a reader in South Africa).—I re- 
ceive frequent requests for advice about frigidity 
in women. I have used ovarian hormones and 
short courses of testosterone but all to no effect. 
Have you any suggestions? Is there any way of 
combating the complete and sudden loss of 
libido following hysterectomy? 


RepLy.—Frigidity is a common problem. It 
may be due to several factors, such as the 
memory of painful coitus, repeated failure to 
obtain satisfaction during coitus, waning affec- 
tion for the husband, gradual revulsion of the 
sexual act, or other psychological factors. A 
psychosomatic element eventually develops in 
almost all cases, and each has to be investigated 
individually. Hormone therapy is generally not 
successful. Apart from the cases in which the 
frigidity is due to faulty coital technique, the 
psychosomatic approach is the one most likely to 
be successful. 

There is no good reason why hysterectomy 
should be followed by loss of libido, unless it 
is a psychological one, as libido may persist long 
after the menopause, when the ovaries are 
shrivelled, functionless organs. In the majority 
of cases, loss of libido can be obviated at the 
time of hysterectomy, by the conservation of one 
or both ovaries or, when the ovaries have to be 
removed, by implantation of a 50- or 100-mg. 
pellet of cestradiol into the rectus muscle, 
before closing the abdomen. 

T. N. MacGRecor, M.D., F.R.C.S.ED., F.R.C.0.G. 


Sterilizing Forceps 
Query.—Is there anything I can use to replace 
‘dettol’ for standing Cheatle’s forceps in for use 
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with a sterilizer? Although I do not suffer from 
a sensitivity to ‘dettol’ it is for this reason that 
I wonder whether any substance such as 
‘hibitane’ could be used in a similar way with 
as good or better effect. 


Repiy.—If, as I suppose, the Cheatle’s forceps 
are used to remove instruments from a boiling- 
water bath, I am not at all sure why ‘dettol’ 
should be used, or why the use of ‘hibitane’ 
should be considered as a suitable fluid for im- 
mersing the forceps. ‘Hibitane’ is expensive and 
does not appear to me to possess any particular 
merit for this purpose, since traces of antiseptic 
which will be conveyed on the forceps to the 
sterilizer will be so small as to be almost 
negligible. For this reason it seems to me that a 
cheap, efficient antiseptic, such as 2% lysol, 
cresol, or carbolic acid, would be equally suit- 
able. If, however, there is any possibility that 
the fluid on the Cheatle’s forceps will come into 
direct contact with instruments without dilution 
in water, it is obvious that something less likely 
to cause trouble in the tissues should be used. 
PROFESSOR RONALD HArRE, M.D. 


Air-conditioning and Bronchitis 


Query.—I should be grateful for further details 
of the ‘small air purifying plant’ mentioned in the 
article on ‘Acute Bronchitis’ on page 683 of the 
December 1958 issue. Could you tell me the 
nature of the treatment which the air receives 
(e.g. filtered free from dust, sterilized, heated, 
moisture content adjusted), and the approxi- 
mate cost for a room? 


Repty.—To quote a specific instance of a 
bronchitic patient occupying a sixth floor flat in 
Mayfair, arrangements were made for his bed- 
room (not a large room nor with a high ceiling) 
to have the windows tight shut and if any 
material draught was experienced through the 
window frames this was sealed off with ‘selo- 
tape’ or a stuffing of paper. The temperature of 
the room was maintained at a comfortable level 
and the air purifying plant was arranged to 
operate through one of the windows. The 
ordinary standard piece of equipment, supplied 
by Vent-Axia Ltd., was used with a 74-inch 
reversible fan, and a three-speed control can be 
incorporated if required. As an extra purifyer a 
15-inch x 15-inch ‘versil’ filter made of fibre 
glass was supplied. 

The prices of the equipment range from 
£11 15s. to £17 5s. (including switch). The 
three-speed control is £3 5s. extra. 

KENNETH ROBSON, M.D., F.R.C.P. 
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Nystatin in Thrush 

“THRUSH can be completely eliminated from 
hospital nurseries by the simple, harmless and 
inexpensive procedure of instilling nystatin 
solution into the mouths of new-born babies’, 
according to L. J. Harris et al. (Canadian Medical 
Association Journal, December 1, 1958, 79, 891). 
This conclusion is based upon the findings in 
the 1,442 babies born in the New Mount Sinai 
Hospital, Toronto, during the nine-month 
period, March to December 1957. The infants 
were placed alternately in two groups. Group 
A had 1 ml. (100,000 units) of nystatin solution 
instilled into the mouth daily by means of an 
eye-dropper. Group B served as a control and 
were not given any treatment. It is stressed that, 
because of the low solubility of nystatin, the 
solution must be shaken vigorously before it is 
instilled. The infants were followed up at home 
for a week after discharge from hospital. Of the 
714 infants treated with nystatin, not one 
developed thrush while in hospital and only 
three developed it within one week of returning 
home. This gives an incidence of 0.4%. Of the 
728 control infants, 18 developed thrush while in 
hospital and 13 during their first week at home: 
an incidence of 4%. The probability of these 
results occurring by chance is less than 1 in 
1000. In an addendum it is noted that a further 
650 babies have been treated with only one 
instillation of nystatin on the second and fifth 
day. Not a single case of thrush occurred in 
this series. 


Crohn’s Disease 

IN an analysis of 108 cases of Crohn’s disease, 
52 of whom had been followed for more than 
five years, and 30 for more than ten years, 
A. V. Pollock (British Journal of Surgery, 
November 1958, 46, 193) found a recurrence 
rate of 65% in patients who had symptoms for 
more than two years preceding operation. This 
was reduced to 12% in cases in which the pre- 
operative history was less than one month. In 
two-thirds of the recurrences, symptoms of 
recurrence began within a year of operation. 
Once the disease has recurred, it is unlikely to be 
brought permanently under control by medical 
or surgical means. The age-incidence ranged 
from 4 to 69 years at the time of operation, 
the highest incidence being in the third decade. 
There was a slight preponderance of women in 
the series: 60, compared with 48 men. In only 
one patient was there evidence of recent active 
pulmonary tuberculosis, but in seven ‘a diag- 
nosis of ulcerative colitis was entertained at 


some time during the course of the disease’, 
Seven patients had also radiological or patho- 
logical evidence of duodenal ulcer: i.e. an 
incidence of 6.3%. 

Most of the 37 patients with acute Crohn’s 
disease were operated on with a provisional 
diagnosis of acute appendicitis. In 39 cases, 
with a history of one month to two years, a 
diagnosis of subacute Crohn’s disease was 
made, and here the presenting symptom was 
abdominal pain—‘usually in the form of ill- 
defined colic which sometimes fairly closely 
followed eating, was associated with abdominal 
rumblings, and sometimes terminated by diar- 
rhea’. A lump was present in the right iliac 
fossa in 18 patients. In the majority of the 30 
‘chronic’ cases, with a history of over two years, 
the history was dominated by intermittent 
diarrhea, with mild colicky pain, borborygmi, 
loss of weight, anemia and ‘a lack of enjoyment 
of life’. Only a quarter of them had a palpable 
lump—usually in the right iliac fossa. 


‘Tebafen’ in Chronic Pulmonary 


Tuberculosis 

“TEBAFEN’ is a combination of isoniazid and 
nicotinaldehyde thiosemicarbazone. According 
to R. J. Cuthbert and his colleagues (Tubercle, 
December 1958, 39, 360), in cases of pulmonary 
tuberculosis in which PAS and streptomycin 
cannot be given, for example on account of 
intolerance or ‘bacillary resistance’, ‘there may 
be a place for ‘“‘tebafen” in preference to iso- 
niazid alone or to the more expensive and toxic 
combinations containing cycloserine or pyrazin- 
amide’. This conclusion is based upon their 
findings in a series of 25 cases of chronic sputum- 
positive pulmonary tuberculosis which had 
failed to respond to other forms of chemotherapy. 
The dosage of ‘tebafen’ was 300 mg. daily, 
which is equivalent to 240 mg. of isoniazid and 
60 mg. of nicotinaldehyde thiosemicarbazone. 
Twenty patients completed six months’ treat- 
ment and 10 completed twelve months’ treat- 
ment. Improvement in general condition 
occurred in 21 patients, deterioration in one, 
and no change in three. The improvement was 
mostly subjective and was slight in four, 
moderate in 12 and considerable in five. In 
only three cases was there radiographic im- 
provement. The sputum was rendered negative 
in six patients. Resistance to isoniazid developed 
in 47% of the patients after one year. It is 
noted that ‘this compares favourably with the 
results of therapy with isoniazid alone’—62% 
in the Medical Research Council trial. 
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Neurological Disorders in Aortic 


Stenosis 

‘NEUROLOGICAL complaints are not uncommon 
in patients with stenosis of the aortic valve’, 
according to P. D. Swanson (Bulletin of The 
johns Hopkins Hospital, December 1958, 103, 
287). They occurred in 63 (19%) of a series of 
326 cases. The incidence was slightly higher in 
those with congenital stenosis, 30 out of 133 
(23%), than in those with an acquired lesion, 
33 out of 193 (16%). Syncopal attacks were the 
most common of these neurological disturbances, 
occurring in 27 cases. They were often precipi- 
tated by moderate or severe physical exertion. 
In half of the children with such attacks, they 
appeared for the first time before any cardiac 
symptoms were apparent. In all three patients 
in this group who were subjected to valvulotomy 
the attacks ceased after operation. Seizures were 
the next most common neurological disorder, 
occurring in 14 of the patients. Six of these had 
their first seizure before any cardiac symptoms 
had developed, and in five of these there was 
never any indication that exertion was a factor in 
precipitating attacks. Hemiparesis occurred in 
seven patients, all with acquired lesions. In 
three cases it was embolic in origin, occurring 
in young patients with subacute bacterial endo- 
carditis or auricular fibrillation. Attention is 
drawn to the practical importance of the fact 
that ‘manv of these patients first came to medical 
attention because of syncopal attacks or seizures’. 


Leptazol in Geriatrics 

SATISFACTORY results are reported by B. O, 
Morrison (Yournal of the American Geriatrics 
Society, December 1958, 6, 895) from the oral 
administration of leptazol in 28 elderly patients 
with cerebral arteriosclerosis and mental con- 
fusion. The ages of the patients ranged from 55 
to 85 years, the median being 75 years. Seven- 
teen of the patients received 6 grains (0.4 g.) 
daily, in tablet or liquid form, for two to’ sixteen 
months (average nine months). The remainder 
received 3 to 12 grains (0.2 to 0.8 g.) daily for 
thirty to ninety days (average of thirty-eight 
days). Of the first group, all seven with 
mild arteriosclerosis were improved, and four 
of the six with moderate involvement: i.e. 65% 
showed ‘definite improvement’. There was no 
improvement in the four patients with severe or 
late arteriosclerosis. Seven of the 11 patients in 
the second group ‘improved mentally and 
nutritionally’. Of the four who failed to respond, 
three were psychotic. After improvement was 
obtained, a smaller dose, usually half of the 
original dose, was generally sufficient to maintain 
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a ‘good response’. No side-effects were encoun- 
tered. It is noted that ‘the most striking change 
in those who were benefited was improvement 
in mood and mental outlook’. 


Pecazine in Abdominal Surgery 
THE use of pecazine, a synthetic phenothiazine 
derivative which potentiates the action of anal- 
gesics and general anzsthetics. as the sole 
supplement to  thiopentone-relaxant-nitrous- 
oxide-oxygen anzsthesia in abdominal surgery is 
a satisfactory and safe procedure, according to 
E. R. S. Hooper (British Journal of Anesthesia, 
November 1958, 30, 528). His conclusions are 
based upon his findings in a series of 235 opera- 
tions on patients whose ages ranged from 8 to 
86 years. The drug was not given pre- or post- 
operatively, but only intravenously during the 
course of general anesthesia. It was given in 
small doses, the dosage schedule being: an 
initial dose of 10 mg. for those under 16 years 
of age, 15 mg. for women over this age and 
20 mg. for men over this age. Subsequent 
dosage in each of these groups was 10 mg. every 
twenty minutes. The patients seemed to be 
protected from ‘shock’, the blood pressure was 
little affected, the pulse rate was usually lowered 
and they looked well. Postoperative recovery of 
consciousness was quick: within fifteen minutes 
all but six patients opened their eyes when 
spoken to. There was no postoperative restless- 
ness, and no patient received analgesics within 
three hours of operation. The incidence of post- 
operative vomiting was low. 


Antibiotics and Gas Gangrene 

‘None of the more recent antibiotics is likely 
to have any outstanding value for the prevention 
of clostridial infection’, according to L. P. 
Garrod (Journal of the Royal Army Medical 
Corps, October 1958, 104, 209), as a result of a 
study of the action of 16 antibiotics on 29 strains 
of 10 species of clostridia studied in vitro. This 
study shows that none of the newer antibiotics 
can rival penicillin and the tetracyclines for 
this purpose. The arithmetic means of the mini- 
mum inhibitory concentrations for these four 
antibiotics were (in wg. per ml.): chlortetra- 
cycline 0.055, tetracycline 0.106, oxytetra- 
cycline 0.147, penicillin 0.215. The position of 
penicillin in this list is due to its relative in- 
activity against two of the less important 
organisms in the group. If these are excluded, 
the arithmetic mean of its inhibitory concentra- 
tions becomes 0.088, ranking it second in order 
of activity. As the differences in activity of these 
four antibiotics are small, the view is expressed 
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that ‘it is likely that any of them given in 
adequate doses, and in the favourable circum- 
stances of civilian practice, would achieve its 
object’. In battle casualties, however, the tetra- 
cyclines have the serious disadvantage that 
absorption of an orally administered drug may be 
unsatisfactory in a man suffering from shock, 
and intravenous administration is ‘obviously im- 
practicable in the field’. It is therefore recom- 
mended that ‘penicillin should be preferred to 
the tetracyclines for the immediate prophylaxis 
of gas gangrene in battle casualties’. 


Boxer’s Hematuria 

IN a three-year study of 764 professional boxers, 
A. H. Kleiman (Journal of the American Medical 
Association, November 22, 1958, 168, 1633) 
found that ‘significant hematuria (six or more 
red blood cells per high-power field) occurred 
in 415 (27%) of the 1,518 post-bout analyses 
of urine carried out. This hematuria rapidly 
disappeared: within twenty-four hours in 92% 
of cases and within forty-eight hours in ‘virtually 
all instances’. Gross hematuria was recorded on 
42 occasions. There was a marked racial dif- 
ference, the incidence of hematuria being twice 
as high in the white as in the non-white coloured 
boxers. The incidence increased with the length 
of the contest: e.g. it occurred in 44% of 
boxers who fought 10 to 15 rounds, but in only 
17% of those who went to four rounds. Uro- 
graphy revealed the presence of hydronephrosis 
in 26 of 100 boxers with hematuria, and ex- 
cessive mobility of the right kidney was found 
in 22 and of the left kidney in 10. This excessive 
renal mobility occurred three times as often in 
white boxers as in non-white ones. What is 
described as ‘a more puzzling observation’ was 
the fact that 60% of the boxers who suffered 
post-bout lacerations of the eyelid, face or head 
showed significant hematuria. A minimum rest 
period of thirty days is recommended for boxers 
in whom hematuria tends to occur. When gross 
hematuria occurs, pyelography is indicaied. 


Baldness in Women 

BALDNESS in women is on the increase, according 
to E. Sidi and Mme. Bourgeois-Spinasse (Presse 
Médicale, November 12, 1958, 66, 1767), and 
for three main reasons: (i) the increasing use of 
androgens; (ii) some current methods of slim- 
ming; (ili) certain modern methods of hair- 
dressing. In women being treated by androgens 
the baldness takes the same form as that seen in 
males: most marked in the region of the temples 
and the top of the head, and accompanied by 
seborrhea. There is no direct association with 
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dosage: in some women the baldness 
appear after a few doses, in others it may 
appear after prolonged treatment. Neither js 
there any direct correlation with other mani- 
festations of virilism such as hypertrichosis. A 
serious feature of this type of baldness is that 
it may persist for several years after the ad- 
ministration of androgens has been stopped. In 
the case of slimming diets baldness is most likely 
to occur when the diet is unduly restricted or is 
accompanied by the administration of thyroid or 
‘preludin’. It usually occurs about six months 
after the slimming treatment has been started 
and takes the form of a diffuse loss of hair 
which may, or may not, be accompanied by 
seborrhea. Whilst it is admitted that most 
methods of hairdressing are safe, it is considered 
that some of the newer methods of permanent 
waving and bleaching of the hair are not without 
risk of producing baldness if they are not 
properly used. Attention is also drawn to the 
form of baldness known as ‘alopecia Groen- 
landica’ which occurs in girls who use the current 
hair-style known as ‘ponytail’ or ‘horsetail’. The 
cause of the hair loss in these cases, which is 
usually in the temporal region, is constant 
traction on the hair. It is more likely to occur at 
or after puberty than in younger girls. 


may 
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Pan-washers’ Disease 

THREE cases of subungual hemorrhage in pan- 
washers are reported by P. I. Long (Journal of 
the American Medical Association, November 1, 
1958, 168, 1226). In one case all the nails of 
both hands were involved, and paracentesis of 
one nail was necessary to relieve the pressure 
symptoms. All three were men who were pan- 
washers in a hospital, and the only difference 
between them and the other pan-washers was 
that they used heavy rubber gloves while work- 
ing, whereas the other washers either wore no 
gloves or only light cotton gloves. It was dis- 
covered that during the course of washing pans, 
each patient accumulated 50 to 175 ml. of the 
washing solution in their gloves and that this 
had a pH of 5.2 to 6.7, compared with 7.1 to 10 
for the washing solution in the sink. Each patient 
was patch tested with each of the two detergent 
solutions used, and with rubber from their 
gloves—without reaction. It is therefore con- 
sidered that the primary etiological factors are 
probably the change in the pH of the detergent 
solutions trapped in the glove to the acid side, 
and the trauma associated with scrubbing. 
‘Prompt recognition of the lesions and elimina- 
tion of the offending agent’ are recommended 
‘to prevent extensive nail-bed damage’. 
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REVIEWS OF BOOKS 


Rehabilitation of the Hand. By C. B. WYNN 
PARRY, M.B.E., D.M., D.PHYS.MED., as- 
sisted by N. R. SMYTHE, M.A.O.T., and 
L. E. Baker, M.c.s.p. London: Butter- 
worth & Co. (Publishers) Ltd., 1958. 
Pp. xxiv and 273. Figures ror. Price 45s. 

IN recent years great interest has been stimulated 
in the surgery of the hand which in large part 
is due to the improved results which have 
followed advances in surgical technique and 
rchabilitation. It has been realized that the early 
treatment of hand trauma determines the end- 
result and that success depends upon the close 
integration of surgical skill and rehabilitation. 
There has been a number of books on the 
subject but none has given an authoritative lead 
in the details of after-treatment and rehabilita- 
tion. This book by an expert in his field supplies 
the deficiency. Every aspect of the problem is 
covered and the author is assisted by contribu- 
tions from an orthopedic surgeon, a rheu- 
matologist, a physiotherapist and an occupa- 
tional therapist. There is a valuable chapter on 
electro-diagnosis which explains modern views 
simply and clearly, and the great assistance that 
the clinician can be afforded by strength duration 
curves and electromyography. It is interesting 
to note that the author encourages the develop- 
ment of trick movements in paralytic conditions. 
Compensatory movements are quickly learned 
and these apparently do not inhibit recovery in 
the affected muscles, so that maximum function 
is quickly obtained. The chapter on resettlement 
is excellent and contains much useful advice to 
those concerned in encouraging patients with 
all kinds of disability to return to work. 

The only criticism of the book, which is 
excellently produced, is that in several places 
the minimus is referred to as the fifth finger. In 
order that there can be no occasional disaster 
due to confusion it is better that the digits 
should be named and not numbered. This book 
is recommended to all those concerned with the 
surgery of trauma and should be made available 
to every casualty, physiotherapy and occupa- 
tional therapy department. 


Essentials of Gynecology. By E. STEWART 
TaYLor, M.D. London: Henry Kimpton, 
1958. Pp. 502. Figures 343. Price 84s. 

PROFESSOR STEWART TAYLOR states that this 

book has been prepared for undergraduate 

medical students and young practitioners of 
gynecology. It is also suitable as a revision 
course for general practitioners, although 
inevitably the greater part of the book is for the 
specialist. Treatment is discussed carefully, 
although there are omissions. For example, 


podophyllin is mentioned as a treatment for 
condylomata acuminata but no details are 
given; there is no mention of exercises in pri- 
mary dysmenorrheea; or of Aveling’s repositor 
in chronic inversion of the uterus. In some 
chapters there are typographical errors which 
should have been corrected in the proofs. The 
use of some words is strange: for example, 
hot flushes are referred to as hot ‘flashes’. 

A special feature is a chapter on preventive 
medicine in gynecology, which advises that all 
adult women should have a vaginal examination 
each year up to the age of 40 years and thereafter 
each six months, to exclude ovarian cancer. The 
chapter on dysfunctional uterine bleeding is 
especially valuable and there are interesting 
chapters on the pituitary, thyroid and adrenal 
glands in gynecology. Malignant disease is 
discussed at length but surprisingly little is 
said about cytology. Two chapters on operative 
technique are included. 

This is a sound book, obviously written by a 
gynecologist of great experience. 


The Essence of Surgery. By C. STuart 
WELCH, M.S., M.D., PH.D., and SAMUEL 
R. Powers, JR., A.B., M.D., M.Sc.D. Phil- 
adelphia and London: W. B. Saunders 
Co., 1958. Pp. xiv and 320. Figures 50. 
Price 49s. 

THE authors of this book set themselves the 

difficult task of defining and discussing a sub- 

division of medical practice that has long 
escaped from the old definition of “The treat- 
ment of disease by manual processes’. The first 
part deals with the history, and with the back- 
ground or philosophy of surgery, both seen 
through American eyes. The second is con- 
cerned with the major surgical injuries, and con- 
tains an excellent review of the physiological 
response of the body to injury, and the manage- 
ment of that response in preoperative and post- 
operative cases. The third part deals with 
surgical technique, approaching it from the 
point of view of basic principles rather than 
technical details. It is a little difficult to decide 
for whom this book is intended. The student is 
more likely to absorb the essential principles 
of surgery by picking them up as he encounters 
them during his clinical course, than by studying 
them in dissected and desiccated form. The 
mature surgeon, though he will find much of 
value, will be wearied by the rather pedantic 
style and the self-conscious use of silly solecisms 

like ‘contrasepsis’ in place of ‘antisepsis’, a 

term which, though philologically indefensible 

is hallowed by a century of surgical usage. 
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A Symposium on Non-Toxamic Hyper- 
tension in Pregnancy. Edited by NoRMAN 
F. Morris, M.D., M.R.C.0.G., and J. C. 
McC ture Browne, M.B., B.S., F.R.C.S.ED., 
F.R.C.0.G. London: J. & A. Churchill 
Ltd., 1958. Pp. xii and 243. Illustrations 
78. Price 355. 

Tus book is a record of the proceedings of a 

meeting held at Hammersmith Hospital in 

July 1957. It gives a comprehensive picture of 

the problem. The etiology and significance of 

essential hypertension in pregnancy are thor- 
oughly explored by eminent physicians and 
obstetricians, and there are equally valuable 
contributions by leading pathologists and others. 

Each section contains frequent diagrams which 

add to the clarity of the majority of the papers. 

There is a wealth of information for the post- 

graduate student; for the obstetrician, Part 1 

provides perhaps the most interesting reading. 

Contributions are made on the experimental 

approach to determining placental function, and 

from this work the clinician can obtain much 
helpful guidance. The danger of pyelonephritis 
is rightly stressed. 

An even better book would have resulted if a 
final section had been added, in which the 
results presented from various centres had been 
compared. In the final summing-up, however, 
the need for more antenatal beds is stressed. 
If these are forthcoming, then this symposium 
will indeed have served another useful purpose. 


Children Under Five. By J. W. B. Douctas, 
B.M., B.Cu., and J. M. BLOMFIELD, M.A., 
edited by RutH and Davin GLtass. 
London: George Allen and Unwin Ltd., 
1958. Pp. 177. Figures 8. Price 21s. 

THE sociological facet of pxdiatrics has been 

illuminated in many ways in the past twenty 

years. For example, light continues to be shed 
upon problems of morbidity and mortality by 
the continuing labours and reports of the well- 
known committee set up in 1946 to study the 
babies born in Great Britain during a selected 
week in that year. This book by the committee’s 
director and research officer is full of interesting 
information on the social aspects of health and 
disease in infancy and early childhood. In their 
interesting summing up, the authors point out 
that poor home conditions contributed little to 
the social group differences in illness and that 
‘the social class differences in mortality were 
not so much a reflection of differences in the 
incidence of disease as of differences in its 
course’. Certain diseases, however, like lower 
respiratory-tract infections, are more common 
in the poorer social groups. In all classes the 
character of the maternal care is what matters. 
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This small book, packed with information, 
will be much appreciated by children’s doctors 
and all social workers. 


Human Infertility. By C. Lke Buxton, 
M.D., Mev.Sc.D., and ANNA L. Soutuam, 
M.D. London: Cassell & Co. Ltd., 1958. 
Pp. x and 229. Figures 43. Price 57:. 6d. 

SEVERAL books on the clinical problems of 

human infertility—some good, more not so good 

—are already available. A new book, to justify 

its existence, must be different. This one is 

different: it is relatively brief; it is cautious and 
logical; and for its facts it relies largely on 
the extensive experience of its authors. Indeed, 
the sober evaluation of the authors’ data is the 
most important contribution which this book 
makes to the literature of the subject. The 
authors are both gynecologists; not surprisingly 
therefore the two chapters on male infertility 
are rather sketchy and do much less than justice 
to the subject by present-day standards, low 
though these are for the most common prob- 
lems of the infertile male. Furthermore, the 

American idiom may occasionally jar upon 

English ears. But apart from these minor 

criticisms, the fact remains that this is a concise, 

well thought out and beautifully produced book 
which can be recommended with confidence. 


Psychiatry in the British Army in the 
Second World War. By Rosert H. 
AHRENFELDT, M.R.C.S., L.R.C.P. London: 
Routledge & Kegan Paul Ltd., 1958. 
Pp. xv and 312. Price 35s. 

It would be difficult to overpraise this work. The 

author reveals himself as scholarly, thorough and 

dispassionate in dealing with a subject which has 
roused many attackers and defenders. It is an 
abridged version of a much longer work and 
it is a loss that the full text was not published. 

It starts with a description of modern methods 

of selection of officers and men now imitated 

in civil life by less skilled workers. Next comes 

an account of the dull soldier who was such a 

handicap in a highly technical force. Then 

follows a chapter on disciplinary problems. This 
indicates that the author is well versed in the 
problems of civil as well as of military crime. 

The remaining chapters deal with psychiatric 

treatment in battle and base areas. The re- 

habilitation and resettlement of prisoners of 
war end the factual part of the book. 

The author’s conclusions make provocative 
reading. There is no reason to expect that ina 
future war the social sciences, including psy- 
chiatry, will have any less opposition than in the 
last. Like politics and religion these disciplines 
deal with individual and group inner motives 
and so often are met with fear, distrust and 
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suspicion from all quarters. The author notes 
that the war-time Prime Minister and his 
medical and scientific advisers were powerful 
antagonists of the development of the specialty. 
The thesis of this history is well summed up in 
the final paragraph which ends with the follow- 
ing quotation from the late Dr. Alan Gregg who 
was director of the division of Medical Services 
of the Rockefeller Foundation: ‘. . . The lessons 
of the war are clear enough. They are so nearly 
trite that it will take special effort if they are not 
to be neglected, ignored, and forgotten. Many 
of the lessons are humiliating—a powerful 
reason for repressing them. Many call for un- 
remitting work if the mistakes are not to be 
continued and repeated. Circumstances make a 
Schizoid reaction all too easy for us—a flight 
from reality and the escape from responsibility. 
The greatest unpleasant surprise of the war 
for medical men was the importance of psy- 
chiatry and psychology. And yet so inconstant, 
evasive, or preoccupied are the majority of men 
that this greatest lesson can be disputed, evaded, 
and soon forgotten’. 


Home Care for the Emotionally Ill. By 
HERMAN S. ScHwartz. London: Staples 
Press, 1958. Pp. xxii and 232. Price 18s. 

Tuts book is for those who want to, or have to, 

look after sick relatives at home, especially the 

mentally sick. Provided it does not persuade 
anyone to nurse an early case of schizophrenia 
ormelancholia for whom early hospital treatment 
may be essential it is entirely beneficent. There 
are nineteen chapters, every one an avalanche of 
excellent advice which, so far as is known, 
cannot be obtained anywhere else in one book. 

It presents a sort of Colonel Bogey of manage- 

ment and behaviour for all those self-sacrificing 

women, generally daughters, daughters-in-law 
or aunts, whose usually thankless toils need help 
and encouragement; it gives both in abundance. 

Although addressed primarily to people in the 

United States most of the advice is applicable 

to any home sheltering its old or its sick— 

anywhere. An invaluable book. 


Principles of Medicine and Medical Nursing. 
By J. C. Houston, M.D., F.R.C.P., and 
Marion G. STOCKDALE, S.R.N., S.C.M., 
R.S.C.N. London: The English Uni- 
versities Press Ltd., 1958. Pp. ix and 198. 
Illustrated. Price 153. 

WRITTEN primarily for the student nurse, this 

excellent little book should enjoy a wider appeal 

to student radiographers, physiotherapists, 
occupational therapists and others. Dr. Houston 
and Miss Stockdale explain concisely and clearly 
how the varied symptoms and signs of disease 
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arise; deservedly, emphasis is placed on treating 
patients as individuals, and preventive medicine 
and after-care services (outside the scope of the 
hospital) receive due attention. The nursing 
care of a patient with poliomyelitis is particu- 
larly well described and illustrated, whilst the 
section on diabetes, and chapters on the respira- 
tory system and care of the mentally ill are also 
delightfully clear and concise. This book is a 
refreshing change from the older nursing text- 
books, and the authors have succeeded in pro- 
ducing an interesting and concise account of 
medical nursing. 


To Work in the Vineyard of Surgery: The 
Reminiscences of F. Collins Warren (1842- 
1927). Edited by Epwarp D. CHURCHILL, 
M.D. Harvard University Press; London: 
Oxford University Press, 1958. Pp. ix 
and 288. Price 4os. 

‘You can always tell a Harvard man, but you 

cannot tell him much’. So goes the old saying. 

This book is addressed to Harvard men, and it 

sets out to tell them so much that none but a 

Boston trained surgeon can appreciate it fully. 

The life story of J. Collins Warren, 1842 to 

1927, covers the period during which American 

surgery was born and grew up. Warren’s grand- 

father performed the first historic operation 
under ether in 1846. He himself served in the 

Civil war, spent a long period of postgraduate 

study in the hospitals of France, Austria and 

Germany, and returned to work for the rest of 

his life in Boston and the University of Harvard, 

which has been served by six members of the 

Warren family. This book is at once a record and 

a sermon. The life story of Collins Warren takes 

us into some of the most interesting periods of 

surgical history; the early days of anesthesia, a 

war in which the medical services were those 

of the Crimea, the Allgemeines Krankenhaus at 

Vienna at the zenith of its fame in the sixties, 

Berlin with papa Virchow, Paris with Claude 

Bernard and Nélaton, Glasgow with Lister, the 

planning and erection of the hospitals and 

scientific buildings of the Harvard Medical 

School. The Warren story is the text, and the 

footnotes by the editor, which are about equal 

in length to the text, are the sermon. 


NEW EDITIONS 
Recent Advances in Pediatrics, edited by 
Douglas Gairdner, D.M., F.R.C.P., in its second 
edition (J. & A. Churchill Ltd., 48s.) is not a 
new edition in the ordinary sense of that word 
but rather a second volume in what will almost 
certainly be a continuing series of books on 
recent advances in pediatrics. The subjects 
dealt with are different from those in the first 
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edition except for the one on tuberculosis which 
has itself been completely rewritten. Of the 
378 pages about 147 are devoted to the newborn. 
In the first chapter a physiologist deals with the 
changes in the circulation at birth and the effects 
of asphyxia as seen in various animals and in the 
human newborn; and his dissertation on what 
could be termed comparative neonatal pediatrics 
makes an excellent introduction to the other 
chapters. There has been much interest in 
recent years in jaundice in the newborn. The 
subject is not so simple as once was thought and 
the newer views are fully covered in two chap- 
ters. Hypothyroidism is also a complicated state 
that may be due to various defects which are 
well described. Two American authors discuss 
the nephrotic syndrome, whilst other chapters, 
all good, deal with the hematology of infancy, 
hydrocephalus, rheumatic fever, the deaf child, 
and pyogenic osteitis. 

The subjects are treated in greater detail in 
this volume than in the first and all are well 
written and well documented. There are more 
growing edges of pzdiatrics yet to be described 
and we shall await with interest another volume 
in this exccllent series. 


Emergency Surgery, by Hamilton Bailey, F.R.c.s., 
F.A.C.S., F.R.S.E., seventh edition (John Wright 
& Sons Ltd., £9 9s.).—It is a pleasure to review 
the latest edition of this magnificent book on 
emergency surgery. On first inspection it is 
tempting to think that it is too long and that the 
practical aspects of emergency surgery could be 
covered more succinctly. Such a comment is 
probably quite justifiable so far as surgical 
trainees in this country are concerned; but for 
those who are working in isolated places, far 
from large hospital centres, there would seem to 
be much value in what one might otherwise 
regard as ‘padding’. Of great interest to the 
inexperienced operator are the author’s descrip- 
tion of his own cases and those of other surgeons. 
At times the reader may feel a little irritated by 
the author’s hyperbole and somewhat flowery 
language. For example, in the caption to fig. 229, 
it is difficult to understand what is meant by the 
words: “The menace of the unattended drainage 
tube reaches its zenith in the greatest indication 
for its intelligent use’. It may seem churlish to 
offer such criticisms of what must certainly be 
one of the finest books of its kind in the English 
language and, notwithstanding these comments, 
we most heartily commend this latest edition to 
all those who must face the daily excitements of 
emergency surgery. 


Outline of Fractures Including Foint Injuries, 
by John Crawford Adams, M.D., F.R.C.S., second 
edition (E. & S. Livingstone, 27s. 6d.).—As was 
to be expected, this wonderfully concise and 
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informative book has come to a second edition 
within two years. In spite of what the author says 
in his introduction, it is eminently suitable as a 
companion for every casualty otlcer and house 
surgeon, as well as for the busy general prac. 
titioner. The improvements in this edition have 
involved a mere twenty extra pages. We have 
only one criticism and that relates to the supple- 
mentary treatment of open fractures for which 
the author still recommends the routine use of 
anti-gas-gangrene serum as well as anti-tetanus 
serum. Anti-gas serum is surely of doubtful 
value, particularly when there is efficient treat- 
ment of the primary wound, with the administra- 
tion of appropriate antibiotic drugs; furthermore 
the serum has its own risks. Avoiding rarities, 
unnecessary eponyms and references, the author 
succeeds in teaching without obvious didacticism 
and in advising without patronizing. It is pleasing 
to read and a pleasure to recommend. 


Foundations of Neuropsychiatry, by Stanley 
Cobb, A.B., M.D., sixth edition (Bailliére, 
Tindall & Cox Ltd., 40s.).—It is a convincing 
tribute to the excellence of this textbook that 
since its birth in 1936 it has reached its sixth 
edition in five evenly spaced stages. Although 
there is no formal major division of subject- 
matter—which is clear, accurate, concise, well 
annotated and eminently readable—the arrange- 
ment of chapters is such that essential principles 
of physiology and pathology are driven home 
first, then their clinical applications are con- 
sidered and finally the author, rather shyly, 
allows himself a brief excursion into the 
philosophy of his subject in which he gets away 
from the outworn idea of diseases having specific 
causes and looks upon health and disease as 
varieties of reaction of the human organism toa 
complex internal and external environment. 
The original theme of the book is maintained as 
agreeably as ever and in detail it is well up to 
date. It will form an enjoyable and instructive 
addition to the libraries of general practitioners 
and specialists alike. 





BINDING CASES 
Binding cases for this and previous volumes are availablein 
green cloth with gilt lettering, price 6s. each, post free. The 
cases are made to hold 6 copies after the advertisement 
pages have been removed; they are not self-binding. 
Alternatively, subscribers’ copies can be bound at an 
inclusive charge of 15*. per volume; this includes the 
cost of binding case and return postage. 





The contents of the March issue, which will contain 
a symposium on ‘Diseases of Childhood,’ will be found 
on page A110 at the end of the advertisement section. 





Notes and Preparations see page 263. 
Notes from the Continent see page 267. 
Fitty Years Ago see page 269. 
Motoring Notes see page A 89. 

Travel Notes see page A 93. 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘ALCOS-ANAL’ ointment and suppositories con- 
tain sodium salts of purified unsaturated fatty 
acids derived from cod-liver oil, 11%, and 
chlorothymol (0.1% in the ointment and 0.035% 
in the suppositories). In addition the supposi- 
tories contain ethyl para-aminobenzoate, 5%, 
and the ointment contains polyethylene glycol- 
monodecyl ether, 5%. In the treatment of 
hemorrhoids they are said to provide not only 
symptomatic relief but freedom from symptoms, 
‘persisting even after the conclusion of treat- 
ment’. The ointment is issued in tubes of 20 g. 
with applicator, and the suppositories are avail- 
able in boxes of 10 and 100. (Camden Chemical 
Co. Ltd., 61 Gray’s Inn Road, London, W.C.1.) 


‘COLTROMYL’ ampoules for intravenous or intra- 
muscular injection each contain 4 mg. of thio- 
colchicoside which is a long-acting muscle 
relaxant for use in ‘conditions featuring muscle 
spasm’. Unlike curare and synthetic curariform 
substances it is said to reduce only hyper- 
tonicity without affecting voluntary movement. 
It is stated that by the end of an injection 
there is often ‘marked reduction’ in rigidity. 
The preparation is said to be almost completely 
free from side-effects on the cardiovascular 
system and to have ‘no action whatever’ on 
hemopoiesis in the bone marrow. Issued in 
ampoules of 2 ml., in boxes of six. (Roussel 
Laboratories Ltd., 847 Harrow Road, London, 
N.W.10.) 


‘CRODIMYL’ preparations contain 3-methyl- 
chromone, which is recommended as a coronary 
vasodilator for use in the management of angina 
pectoris and for the treatment of post-infarction 
cardiac pain. It is said to be free from side- 
effects and can therefore be used safely over 
long periods. Available in a strength of 100 mg., 
in enteric-coated tablet form (bottles of 20), or 
as 2-ml. ampoules in boxes of 6. (Roussel 
Laboratories Ltd., 847 Harrow Road, London, 
N.W.10.) 


‘DEXACORTISYL’ tablets each contain 0.5 mg. of 
dexamethasone acetate which is 9-alpha fluoro, 
16-alpha methyl, prednisolone, 21-acetate, and 
is said to have anti-rheumatic activity seven 
times more powerful than that of prednisolone 
and thirty times as powerful as that of hydro- 
cortisone. Side-effects are said to be minimal 
and ‘it is particularly indicated in patients who 
have not benefited from other corticosteroids or 
who have had side-effects during cortico- 
therapy’. Issued in bottles of 20, 100 and 500 
scored tablets. (Roussel Laboratories Ltd., 847 
Harrow Road, London, N.W.1o.) 


‘Estprex’ tablets each contain 25 mg. of hydro- 
chlorothiazide, an oral diuretic which is said 
to be up to twenty times more potent than 
chlorothiazide. It is said to be effective in 
hypertension, in which it may be used alone or 
as an adjuvant to other hypotensive drugs, and 
in all grades of edema, and it also ‘appears to 
potentiate ganglion-blocking agents and other 
hypotensive drugs, so that smaller doses are 
needed’. Issued in bottles of 25, 100 and 500 
tablets. (CIBA Laboratories Ltd., Horsham, 
Sussex.) 


‘PENVIKAL’ tablets contain potassium penicillin 
V (phenoxymethylpenicillin) and are intended 
for the treatment of infections due to penicillin- 
susceptible organisms. Absorption is said to be 
rapid, effective blood levels being obtained in 
fifteen to thirty minutes when the tablets are 
taken on an empty stomach. Available as tablets 
of 125 and 250 mg., in containers of 12, 100 and 
500. (Pharmaceutical Specialities (May & Baker) 
Ltd., Dagenham, Essex.) 


*“THORPAX’ syrup contains 25 mg. of dimethox- 
anate hydrochloride and 1.25 mg. of ‘nilergex’ 
(isothipendy! hydrochloride) in each teaspoonful 
(3.5 ml.). It is said to be a quick-acting anti- 
tussive for the relief of exhausting and unpro- 
ductive coughs, and to be well tolerated, of low 
toxicity, and can safely be given over long 
periods. Issued in bottles of 3 and 40 fluid 
ounces. (Imperial Chemical Industries Ltd., 
Pharmaceuticals Division, Fulshaw Hall, Wilm- 
slow, Cheshire.) 


“TOFRANIL’ preparations contain a new iminodi- 
benzyl derivative, N-(y-Dimethylaminopro- 
pyl)-iminodibenzyl hydrochloride, which, it is 
said ‘may well replace electroconvulsive therapy’ 
in depressive psychoses. It is said to produce 
both subjective and objective improvement in 
depressive states and its mood-regulating 
properties are described as ‘thymoleptic’. At 
present available only to mental hospitals: as 
25-mg. tablets and as 2-ml. ampoules containing 
25 mg. (Geigy Pharmaceutical Co. Ltd., 
Roundthorn Estate, Wythenshawe, Manchester 
23.) 

PHARMACEUTICAL NOTES 
IMPERIAL CHEMICAL INDUSTRIES LTD. announce 
that ‘tenormal’ brand pempidine tartrate tablets 
are now available in an additional strength of 
1 mg. (Pharmaceuticals Division, Fulshaw Halli, 
Wilmslow, Cheshire.) 


RIKER LABoRATORIES LTD. announce that their 
local analgesic ‘intralgin’ is now available in an 
additional form, to be known as ‘intralgin gel’. 
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This is ‘a clear alcoholic jelly which facilitates 
massage’. (Morley Street, Loughborough, 
Leicestershire.) 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednesday, 
February 18, when the subject for discussion 
will be ‘The Contribution of the General Prac- 
titioner and Industrial Medical Officers to the 
Health of the Community’. The speakers will be 
Dr. W. H. Leake, Mr. R. F. Guymer, Dr. 
Patricia Bidstrup and Dr. R. J. F. H. Pinsent. 


FORTHCOMING CONFERENCES 
Tue Sixth Meeting of the Association of the 
National European and Mediterranean Societies 
of Gastroenterology, organized by the Association 
of Dutch Gastroenterologists, will be held in 
Leiden from April 20 to 24, 1960, inclusive. 
Full details may be obtained from the Congress 
office, Department of Gastroenterology, Uni- 
versity Hospital, Leiden, The Netherlands, or 
from the secretaries of national societies of 
gastroenterologists. 


Tue Third International Congress of School 
and University Health will be held at UNESCO 
House, Place Fontenoy, Paris, on July 6, 7 and 
8, 1959. Full details may be obtained from the 
Organizing Committee of the Third Inter- 
national Congress of School and University 
Health, 13 rue du Four, Paris 6¢, France. 


NEW JOURNAL 

THE ‘inaugural number’ of the Proceedings of the 
Academy of Medical Sciences, which is published 
by the Academy of Medical Sciences, Hydera- 
bad, includes three articles on proptosis, as well 
as articles on the chemotherapy of tuberculosis 
and the use of the new oral drugs for the treat- 
ment of diabetes mellitus. The annual subscrip- 
tion is Rs. 15-00 (30s.). The cost of single copies 
is Rs. 4-00 (8s.). 


RELEASE OF VIOMYCIN 
THE Ministry of Health, in conjunction with the 
Department of Health for Scotland, has made 
arrangements with British suppliers of viomycin 
whereby this antibiotic will be prescribable by 
the medical profession in this country as from 
February 1. 


COMMON COLD CENTRE 
MEN and women, between the ages of 18 and 45 
and in normal health, are urgently required as 
human ‘guinea-pigs’ at the Common Cold Re- 
search Unit at Salisbury. Volunteers, who stay 
for ten days, are provided with comfortable 
living quarters and are given 3s. a day pocket 
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money. In addition, fares to and from Salisbury 
are paid up to a maximum of £3. They are 
usually isolated in pairs and may come with and 
be partnered by a friend. Of the 5,921 volunteers 
since the inception of the Centre in 1940, nearly 
700 have paid at least two visits, and there have 
been 689 married couples. Full details can be 
obtained from the Medical Superintendent, 
Harvard Hospital, Salisbury. 


THE KING’S FUND 

Tue care of the elderly is receiving increasing 
support and attention from the King Edward’s 
Hospital Fund for London. In his presidential 
address to the General Council of the Fund, the 
Duke of Gloucester reported that the Fund has 
now given 13 homes, with a total bed com- 
plement of 400, in order that elderly people may 
leave hospital and still receive some care and 
further rehabilitation. The Fund has just made 
a grant of £25,000 towards a day hospital in the 
grounds of St. Luke’s Hospital, Chelsea, and 
one of £50,000 towards the cost of rehabilitating 
a derelict block at St. Clement’s Hospital, Bow, 
to provide a geriatric day hospital and treatment 
centre, with two 12-bedded wards for more 
severely disturbed patients. The sum of 
£390,000 has been set aside for grants to hos- 
pitals and convalescent homes, and for the 
maintenance of advisory services and educa- 
tional activities, in 1959. 


AN EDITOR RETIRES 

MEDICAL journalism has lost one of its leading 
editors by the retirement of Dr. Austin Smith 
from the editorship of the Journal of the Ameri- 
can Medical Association. During his ten years of 
editorship, JAMA _ has maintained an outstand- 
ing position in medical journalism, providing 
not only a steady stream of original work but 
also a comprehensive picture of the changing 
American medical scene. 


INCIDENCE OF ACUTE RHEUMATISM 
Since October 1950 acute rheumatism in chil- 
dren under 16 years of age has been compul- 
sorily notifiable in eight areas of England, 
comprising a child population, aged 0-15 years, 
of approximately 540,000. In an analysis of the 
notifications for the eight years, 1950-57, E. T. 
Conybeare (Monthly Bull. Minist. Hlth Lab. 
Serv., 1958, 17, 244) reports that the annual 
notification rates remained more or less steady 
at levels between 2.4 and 3.5 per 10,000 until 
1955 when they fell sharply, especially in girls, 
to 1.2 per 10,000 per annum. In 1957 the rate 
was 1.6 (1.3 for boys and 2.0 for girls). In the 
period covered by the analysis 981 new cases of 
acute rheumatism were notified, 490 (49.9%) 
of which had active rheumatic heart disease. 
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NOTES AND PREPARATIONS 


The incidence of heart disease was 47.6% 
among the boys and 51.9% among the girls. 
The number of cases of chorea was 149, repre- 
senting 15.2% of all cases notified as acute 
rheumatism. Seventy per cent. of the cases of 
chorea were girls. Until the age of nine there 
were twice as many girls with chorea as boys; 
after the age of 10 years girls with chorea out- 
numbered boys similarly affected by nearly 
three to one. 


INTER-RACIAL MARRIAGES 
BETWEEN September 1945 and June 1956, 26,101 
Japanese women married United States citizens 
stationed in Japan. In view of the suggestion 
that the internal pelvic measurements of a 
Japanese woman were much smaller than those 
of Caucasian women and that therefore marriage 
to an American husband might render her an 
obstetric risk, C. W. Sargent and his colleagues 
(Amer. J. Obstet. Gynec., 1958, 76, 137) analysed 
the records of 500 Japanese women delivered of 
infants fathered by Americans. They found that 
‘the Japanese women married to a Caucasian 
presented no greater difficulties in obstetric 
management than her Caucasian counterpart’, 
and that the bony pelvis of the Japanese woman 
was ‘remarkably consistent and surprisingly 
adequate when considering the small pelvic 
girth’. There was no statistically significant dif- 
ference in the duration of labour, compared with 
Caucasian mothers, and the infants delivered of 
Japanese mothers were only 155 grammes and 
0.92 cm. less on the average than those delivered 
of Caucasian mothers. 


CARS AND CANCER 

AT its annual meeting in Washington, the 
National Conference on Air Pollution was in- 
formed by Dr. Chauncey D. Leake, assistant 
dean of the College of Medicine of Ohio State 
University, that the exhaust of motor cars is as 
responsible for carcinoma of the lung as smok- 
ing. He pointed out that, whereas at one time 
the burning of coal was largely responsible for 
atmospheric pollution, today at least half of the 
air pollution comes from motor-car exhaust. 


LEPROSY IN AFRICA 
Or the 10 to 12 million patients with leprosy 
in the world, around 2,300,000 are to be found 
in Africa south of the Sahara. According to a 
WHO report about half of these are already 
under treatment. It is estimated that, if the 
present rate of progress is maintained, prac- 
tically every patient with leprosy in this area 
will be under treatment within the next few 
years. From this the optimistic conclusion is 
drawn that ‘leprosy is one of the major diseases 
the eradication of which may be hopefully en- 
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visaged in Africa. . . . It can be safely predicted 
that the present generation will be the last to 
suffer from the dreadful disease which has sym- 
bolized terror for so long a time’. 


VITAMIN B,, AND BELL’S PALSY 
Massive doses of cyanocobalamin (vitamin B,.) 
are of value in the treatment of Bell’s palsy, 
according to Dr. G. Kardos of Budapest 
(Therapia Hungaria, 1957, 5, 44). He reports 
‘full recovery in an unusually brief period of 
time (six to fourteen days)’ in six acute cases, 
whilst of four chronic cases, one recovered after 
facial palsy of several months’ duration, two 
showed ‘marked’, and one ‘moderate’, improve- 
ment. The daily dose was 300 micrograms by 
injection, the total dose amounting to 1,800 to 
2,400 micrograms for the acute cases, and 2,700 
to 5,000 micrograms for the chronic cases. 


BOATING HAZARDS 

Or the 1,500 deaths which occur annually as a 
result of ‘water-transportation misadventures’ 
in the United States of America, 1,200 are due 
to drowning, according to figures published by 
the Metropolitan Life Assurance Company. The 
remainder are accounted for by ‘falls, explosions, 
fires, asphyxiation by gas, machinery mishaps, 
and crushing by falling objects’. Motorboats are 
responsible for the majority of fatal accidents, 
and nearly three-fifths of the deaths were asso- 
ciated with fishing. 


PENICILLIN MORTALITY 

IN spite of the indiscriminate way in which it is 
used, penicillin maintains its reputation as one 
of the safest drugs in the whole range of anti- 
biotic and chemotherapeutic preparations. Al- 
though more than a thousand Americans have 
died from penicillin injections in the past four- 
teen years, this represents a mortality rate of 
only 3 per 10,000,000 injections, according to a 
WHO report. The same report notes that world 
production of penicillin has increased from 29 
pounds to 750 tons (12 to 762,000 kg.) per 
annum. 


ADVICE TO THE PREGNANT MOTHER 
Tuis is the title of the latest addition to The 
Practitioner Leaflets. It is written in non- 
technical language and is intended for distri- 
bution by general practitioners, obstetricians 
and antenatal clinics to mothers in whom the 
early signs of toxemia of pregnancy are begin- 
ning to appear. The aim is to provide simple 
straightforward instructions in support of 
what the patient has already been told by her 
obstetrical attendant. The leaflet incorporates 
the Hammersmith Hospital diet sheet for a 
high-protein, low-carbohydrate and low-fat 
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diet for such patients, which was included in 
Professor J. C. McClure Browne’s article on 
“Toxemia of Pregnancy’ in our issue of June 
1958 (p. 651). Copies of the leaflet (price 4d. 
each, 10 for 2s. 6d., 50 for 8s. 4d., post free) can be 
obtained on application to The Publisher, The 
Practitioner 5 Bentinck Street, London, W.1. 


PUBLICATIONS 

Antibiotics Monographs.—The four latest addi- 
tions to this admirable series of monographs are: 
Chloromycetin (Chloramphenicol), by Theodore 
E. Woodward, M.D., and Charles L. Wisseman, 
Jr., M.D.; Penicillin, by Harold L. Hirsh, M.D., 
and Lawrence E. Putnam, M.D.; Streptomycin 
and Dihydrostreptomycin, by Louis Weinstein, 
Ph.D., M.D., and N. Joel Ehrenkranz, M.D.; 
Modern Chemotherapy of Tuberculosis, by Roger 
S. Mitchell, M.D., F.A.C.P., and J. Carroll 
Bell, M.D., M.S., F.A.C.P. (Medical Encyclo- 
pedia Inc., New York, price $4.00 each.) 


Annals of the New York Academy of Sciences.— 
The symposia published by the New York 
Academy of Sciences have rightly earned a 
reputation for the high standard they have so 
consistently maintained. Among those most re- 
cently published of interest to clinicians are 
Hodgkins’ Disease (price $4.50); The Basic and 
Clinical Research of the New Antibiotic, Kana- 
mycin (price $5.00); Surgical Convalescence 
(price $4.00); and Genetic Concept for the Origin 
of Cancer (price $5.00). 


The Indian Year-Book of Medical Sciences 1958. 
—tThis latest addition to the list of medical 
annuals is intended to provide the Indian prac- 
titioner with an authoritative guide to current 
methods of medical practice. It subserves this 
function admirably. (Current Technical Litera- 
ture Co. Private Ltd., price 75s.) 


Das Klapp’sche Kriechverfahren, by Dr. Bern- 
hard Klapp.—The third edition of this short 
and extremely well-illustrated book is of interest 
to both orthopedic surgeons and physiothera- 
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pists. It describes how systematic physiotherapy 
worked out by Dr. Klapp over many decades 
can improve considerably deformations of the 
vertebral column and compensate for muscular 
weakness of trunk muscles. An English transla- 
tion of this book should be considered. (Georg 
Thieme, price DM 13.50.) 


Parasitic Animals, by Geoffrey Lapage, M.D., 
M.Sc., M.I.Biol., is a revised edition of the 
popular book first published by the Cambridge 
University Press in 1951. It is not a reference 
book, but a very readable essay on the prin- 
ciples of parasitology, illustrated by the life 
histories of human and other parasites. It is 
almost essential reading for the medical student 
and most doctors who have not read it will find 
that here old cobwebby knowledge is brushed 
up and put in perspective. It is beautifully 
printed and well illustrated. (W. Heffer & Sons 
Ltd., price 25s.) 


Sister Kenny, by Henry Thomas, is in a series 
called ‘Lives to Remember’ and it contains an 
account of Sister Kenny’s life and work. It 
gives the inaccurate impression that the methods 
she employed for the treatment of poliomyelitis 
were life-saving (which of course heightens the 
dramatic interest), whereas what she did, and it 
is greatly to her credit, was to point the way to 
more active treatment than had hitherto been 
allowed. Unfortunately she evolved a quite 
erroneous theory about spasm versus paralysis, 
developed the usual attitude of being perse- 
cuted, and remained stubborn to the end. She 
hardly justifies inclusion in a series that contains 
lives of St. Paul, Pasteur and Cromwell! (A. & C. 
Black, price 6s. 6d.) 


Lloyd-Luke (Medical Books) Ltd. have now 
issued the 1958-59 edition of their catalogue. 
(49 Newman Street, London, W.1.) 





CORRIGENDA.—Professor Harold Scarborough asks us to 
state that the dosage of vitamin K, given on p. 73 (line 15) 
of his article in our January issue should read ‘10 to 20 mg.’. 

r. J. O. Forfar asks us to state that the strength of 
Ephedrine hydrochloride given on p. 712 (line 19) of his 
article in our December issue should read ‘o.5 per cent’. 





PAMPHLETS FOR PATIENTS 
(See ‘The Month’ Page 146) 


ADVICE TO THE PREGNANT MOTHER .. .. > 
ADVICE IN CASES IN WHICH EXERTION CAUSES. 


PAIN IN THE CHEST 
NOTES ON INDIGESTION 


CONVALESCENCE AFTER HEAD INJURIES ._.” 
DIABETES FROM THE PATIENT’S POINT OF VIEW J 


THE MEDICAL HAZARDS OF CAMPING . 


4d. each, 10 for 
2s. 6d., 50 for 8s. 4d. 
All post free 
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50 for £1 
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Broncho-pulmonary ornithosis—The possibility 
of ornithosis should be considered in every case 
of atypical broncho-pulmonary infection, ac- 
cording to Ch. Gernez-Rieux and his colleagues. 
They have reached this conclusion as a result of 
a three-year investigation, which they have 
carried out in collaboration with the Pasteur 
Institute in Lille, the centre of an area of France 
in which pigeon-fancying is widespread. A sero- 
logical examination of 1,430 patients with acute 
or subacute non-tuberculous pulmonary in- 
fection revealed a positive complement-fixation 
test in 105, in 41 of whom the titre was 1/40 or 
higher. This group of 41 cases was submitted to 
detailed clinical study. In 39 cases the presenting 
clinical picture was that of atypical pneumonia, 
but in many instances there was also evidence 
of neurological involvement. The radiological 
picture of the lungs was very varied, and in- 
cluded evidence of consolidation and of pleural 
involvement. The clinical diagnosis is confirmed 
by the result of the complement-fixation test. 
So far as treatment is concerned, the best results 
are said to be obtained from the use of the 
tetracyclines. 


Cytodiagnosis of gastric carcinoma.—As a result 
of their experience in a series of 163 patients 
(111 with non-cancerous conditions of the 
stomach, and 52 with cancer of the stomach) 
subjected to cytological examination of the 
gastric contents, Cl. Richir and A. Lambling 
have decided that the method is of no value in 
diagnosis and they have therefore discarded it. 
Their main criticism of the method is that the 
degree of accuracy never exceeds 65 to 75% and 
that in benign lesions the incidence of ‘false 
positives’ always ranges around 9%. Further, 
the incidence of ‘false positives’ is always 
highest in the difficult cases such as those with 
cicatrizing ulcers and with localized areas of 
gastritis. Such margins of error might be ac- 
ceptable if the method were being used as a 
preliminary means of selection in a large case- 
finding investigation, when all suspected cases 
would be followed up by radiological and gastro- 
scopic examination, but as a routine method of 
investigation in individual suspected cases of 
carcinoma of the stomach it is too unreliable and 
involves more work and expense than are justi- 
fied by the results. 


Osteomyelitis in the newborn.—Although the in- 
cidence of osteomyelitis in older children is 
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tending to disappear, in the newborn it is 
scarcely altering, according to Paul Masse, who 
has analysed the case-records of the 227 cases of 
osteomyelitis seen in the surgical division of the 
Hospital Bretonneau between 1950 and 1957. 
Included in this series were 34 cases in infants 
under 1 year of age, 19 of whom were under the 
age of 2 months. In these 19 new-born infants 
there was a single lesion in 13 and multiple 
lesions in six. In 13 cases the femur was involved, 
and in two the skull. The infecting organism was 
practically always the Staphylococcus aureus. In 
16 cases the first sign of the infection was 
localized swelling or an abscess. Blood examina- 
tion was of little diagnostic help though the 
finding of a leucocytosis was occasionally of 
value. Radiology was of no help in early diag- 
nosis. Treatment, by means of antibiotics and 
immobilization before the stage of abscess for- 
mation—or extensive drainage of an abscess if 
already present—is the same as in the case of 
older children. The aim should always be the 
prevention of joint involvement, but this is 
rarely possible. The prognosis is largely de- 
pendent upon the stage at which the condition is 
diagnosed—the later the diagnosis the worse the 
prognosis. 


Herpes in the newborn.—The gravity of a herpetic 
infection in the newborn is emphasized by P. 
Mozziconacci. The infection, which is most 
liable to occur in premature or underweight in- 
fants, takes the form of a viral septicaemia, of 
which the two most serious complications are 
hepatitis and meningo-encephalitis. The former 
may manifest itself by means of jaundice, which 
may either simulate a simple neonatal jaundice 
or may be much more intense and accompanied 
by hepatomegaly. More often it manifests itself 
by a hemorrhagic condition which is steadily 
progressive with signs of neurological and 
respiratory involvement and almost invariably 
proves fatal before the end of the first month. 
Herpetic meningo-encephalitis manifests itself 
by means of convulsions, and examination of the 
cerebrospinal fluid reveals the presence of 
lymphocytosis and an increase in the albumin 
content. There is no evidence of hepatic in- 
volvement. If the infant recovers there are 
practically always serious neurological sequelae, 
including partial blindness. Clinically the diag- 
nosis is suggested by the presence of maternal 
infection and the occurrence of muco-cutaneous 
lesions in the infant. Laboratory diagnostic 
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investigations include serum-neutralization 
tests, complement-fixation tests and the finding 
of antibodies. The most characteristic post- 
mortem finding is the presence of small necrotic 
nodules on the surface, and in the parenchyma, 
of various organs, particularly the liver. On 
microscopic examination the specific lesions 
are: (a) nodular zones of necrosis, (b) changes 
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in the nuclei of certain cells bordering the areas 
of necrosis and the presence of acidophil in- 
clusion bodies. 

As there is no specific treatment, the im- 
portance of protecting the newborn from infec- 
tion is emphasized, particularly when in the 
mother the infection takes the form of herpes 
genitalis. 


ITALY 


The etiology of kernicterus—O. Malaguzzi- 
Valeri and G. Di Piero stress the importance of 
kernicterus as a complication of hzmolytic 
disease of the newborn, and recommend that in 
every case exsanguination transfusion should be 
performed if the serum bilirubin exceeds 
20 mg. %. Ina series of 40 cases in which they 
carried out this procedure they obtained a 
complete cure without any neurological sequele 
in all those cases in which there was no clinical 
evidence of neurological involvement. On the 
other hand, in the two cases in which there were 
signs of neurological involvement before treat- 
ment was initiated, there was only partial 
recovery. These results emphasize, they con- 
tend, the importance of carrying out exsanguina- 
tion transfusion as soon as the serum bilirubin 
exceeds the critical level of 20 mg. %, and not 
waiting until neurological symptoms or signs 
develop. In their experience, exsanguination 
transfusion is an ‘absolutely safe’ procedure 
provided it is carried out with all the recom- 
mended precautions. 


Adrenalectomy and bony metastases in cancer of 
the breast.—A. M. Dogliotti and his colleagues 
have made a radiological study of the changes in 
bony metastases in patients with carcinoma of 
the breast who have undergone ovariectomy and 
adrenalectomy. The first change to be noted is 
the development of a zone of sclerosis around 
the metastasis. This is followed by an extension 
of the sclerotic area which may eventually come 
to occupy the whole of the metastatic area and 
replace it with what appears on the x-ray film 
as a dense circular area. More rarely the areas of 
ossification spread in from the periphery in a 
form which shows up radiologically as dense 
lines radiating from the periphery towards the 
centre of the osteolytic area. These radiological 
changes appear later than the clinical evidence of 
improvement in most cases, but they are of value 


in providing objective evidence of the degree of 
improvement resulting from the operation. 


Radioactive isotopes in diagnosis.—Professor A. 
Trivellini devoted his inaugural lecture at the 
Institute of Surgical Pathology in the University 
of Milan to a review of the present status of 
radioactive isotopes in medicine. He devoted 
particular attention to their use in diagnosis of 
tumours. Radio-phosphorus, for instance, is 
being used in the d agnosis of superficial tumours, 
such as those of the breast, the testes and the 
ear. In the localization of cerebral tumours, both 
potassium® and I**! fluorescein are proving of 
value. With the latter a 95% degree of accuracy 
is now being obtained. In the case of tumours of 
bone, the use of radio-gallium is making it 
possible to differentiate between osteoblastic 
and osteoclastic tumours. In view of their 
selective fixation in the liver, colloidal gold!™ 
and I'* labelled rose bengal are proving of 
value in the detection and localization of even 
quite small tumours of the liver. 


Tuberculosis and diabetes.—In an analysis of the 
records of 34,500 patients treated in the Prince 
of Piedmont Sanatorium, Naples, during 
1940-57, E. Filla and V. Filograna draw atten- 
tion to the striking change in outlook which has 
taken place in many diseases during this period. 
This has been particularly noticeable in tuber- 
culosis and diabetes mellitus. In the latter, for 
instance, the prolongation of life being effected 
by the use of insulin has increased considerably 
the incidence of complications such as vascular 
and ocular disease, whereas diabetic coma now 
occupies a very low position as a cause of death. 
But perhaps the greatest improvement in prog- 
nosis has taken place in diabetes in tuberculous 
patients. Here the combination of insulin and 
chemotherapy has altered the prognosis out of 
all recognition. 
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\zas! the voice of irony and satire is no longer 
heard in the land. The sting has gone out of 
the printed word. ‘Notes by the Way’ have be- 
come sedate and decorously dull. Even such 
promising topics as ‘Insanitary Dairies’, “The 
Diseases of School Children’, “The Destruction 











Sir William Hale-White, K.B.E., M.D., F.R.C.P. 
(1857-1949) 


of Vermin’, fail to provoke the editorial wrath 
and to generate purple patches. The report of 
the subcommittee of the London County Coun- 
cil on the medical treatment of children attend- 
ing public elementary schools is described as 
‘a gloomy and disconcerting document’: ninety 
per cent. of the children examined urgently 
needed dental attention; large numbers were 
kept away from school by ringworm; there was 
‘an unduly large proportion of cases of adenoids, 
defective vision, suppurating ears, tuberculosis, 
and general debility. Whether the facts demon- 
strate that physical deterioration of the race, of 
which the pessimists are so fond of speaking, 
isa moot point’. Since the resources of the hos- 
pitals are inadequate to cope with the majority 
of the ailments, the subcommittee recommends 
the establishment of school clinics at ‘suitable 
centres in the Metropolis’. 

‘The proverbial misfortunes of the dog with 
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‘The nostalgia of the heathen past’.—D. H. Lawrence: The Lost Girl. 
FEBRUARY, 1909 


a bad name are familiar to us all. We know how 
difficult it is, when once he has gotten the bad 
name, no matter how good his subsequent 
behaviour may be, to get rid of the stigma which 
attaches to him. He may become an excellent 
animal in all respects; he may do everything 
that is right, but should any lapse from rectitude 
occur, his bad name comes back upon him, 
poor beast, and, if he is not exactly hanged, he 
at all events receives very little consideration 
for his previous good works’. On this canine 
note opens the first article “The Relation of 
Some Constitutional Conditions to Local 
Lesions, Traumatic and Otherwise’, by Sir 
William H. Bennett, K.C.V.O., F.R.C.S., Con- 
sulting Surgeon to St. George’s Hospital. ‘As 
with the dog, so it is with men, especially when 
the reputation of the constitution of an indi- 
vidual in relation to attacks of disease, or to 
eccentricity in behaviour after injury, is con- 
cerned. . . . Given an individual with a consti- 
tutional defect . . ., any disease, or departure 
from the normal course in the recovery from an 
injury, is far too frequently attributed to the 
fault of his constitution’. The author concludes 
by stating: ‘In diagnosis, neither the history of 
the case nor constitutional taint in the patient 
should be allowed to override the value of local 
appearances. The results of laboratory investi- 
gations carry comparatively little independent 
weight, unless coupled with a very careful con- 
sideration of the clinical conditions’. 

Sir William Henry Bennett (1852-1931) be- 
came assistant surgeon to St. George’s Hospital 
in 1880, surgeon in 1887, and consulting surgeon 
in 1905. He was a capable surgeon, a popular 
practical teacher, and an enthusiastic, if fasti- 
dious, collector of blue and white china. 

W. Hale White, M.D., F.R.C.P., Senior 
Physician to, and Lecturer on Medicine at, 
Guy’s Hospital, contributes ‘Notes from a 
Clinical Lecture on Addison’s Disease’: ‘Noth- 
ing was known of the disease until Addison 
observed eleven cases of people who were pig- 
mented, sick, and weak, and he was able by 
observation to predict what would be found at 
the autopsy’. 

The eldest son of William Hale White (‘Mark 
Rutherford’), Hale-White was born on Novem- 
ber 7, 1857, studied medicine at Guy’s, and was 
elected assistant physician in 1885, physician in 
1890, and consulting physician in 1919. In 
the same year he was created K.B.E. His 
‘Materia Medica, Pharmacy, Pharmacology, and 
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Therapeutics’ (1892) popularly known as ‘Hale- 
White’, made his name known to every student 
and practitioner in the country. Now in its 
thirtieth edition, it is still going strong under 
‘Guy’s’ auspices. A fine physician, an erudite 
historian, a graceful writer, and a friendly per- 
sonality, he died on February 26, 1949, aged 91. 

W. Arbuthnot Lane, M.S., F.R.C.S., Sur- 
geon to Guy’s Hospital and to The Hospital for 
Sick Children, Great Ormond Street, begins his 
discourse on ‘Fact and Fiction, or the Prognosis 
in Cases of Fracture’ in a characteristic manner: 
‘Perhaps nothing appears stranger to the scien- 
tific observer than the intense difficulty with 
which people discard their beliefs, and the 
extraordinary pains that they will take to delude 
themselves and others by making statements, 
which they imagine they believe to be true, and 
which they hope to induce others to accept as 
true. Those, who make these assertions in the 
hope of deluding themselves and others, are not 
necessarily stupid, ignorant, or untruthful, but 
are frequently conscientious, very intelligent, 
and high principled. They actively resent, 
almost as a personal insult, any opinion that 
differs from their own’. 

A. H. Tubby, M.S., F.R.C.S., Surgeon to 
the Royal National Orthopedic Hospital, re- 
views the recent literature on orthopedic sur- 
gery, and J. Blumfeld, M.D., Senior Anes- 
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thetist, St. George’s Hospital, that on anas 
thetics. W. E. Dixon, M.D., B.Sc., Professor o} 
Pharmacology and Materia Medica, King’s 
College, London, and University Lecturer iy 
Pharmacology, Cambridge, discusses ‘Thg 
Action of Drugs on Diseases Caused by 
Protozoa’. 

‘Notes from Foreign Journals’ report on 
Hurst Maier’s favourable experience with “Th 
Treatment of Inoperable Cancer of the Uterus 
by Acetone’ (Therapeutic Gazette), suggested by 
Gellhorn: ‘No pain accompanies the cauterisa 
tion. The good effects are shown almost at once 
There is no return of the hemorrhage; the dis 
charge ceases; the patient no longer lives in 
foul atmosphere. . . . The appetite returns, an 
the patient rapidly improves in health’. 

‘Life Insurance and General Practice’ by 
E. M. Brockbank, M.D., F.R.C.P., is described 
as ‘a practical and complete account of Life 
Insurance from the Practitioner’s point of view, 
whether employed as examiner or consulted by 
a patient as to the prospects of acceptance 
or not’. 

‘Preparations and Inventions’ mention ‘vero- 
nal-sodium’ and ‘medinal’. The latter is de- 
scribed as a ‘new soluble hypnotic which has 
been introduced by Messrs. Schering of Berlin, 
with, we understand, very considerable success’. 


W. R. B. 
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